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Presidential Address 


By Cuaries F. Martin, Montreal, Canada 


SPEAK no mere formal com- 
monplace when I say that no man 
who has been made president of 
the American College of Physicians 
can feel other than deeply sensible of 
the honor conferred upon him, and 
humbl,; aware of the great responsi- 
bility which the acceptance of the of- 
fice entails. When we remember that 
one of the finest assets of this Athens 
of America is its noble medical tradi- 
tion and a great professional heritage 
and that the first president of this 
College was a graduate of Harvard 
University, we are warranted in feel- 
ing that a peculiar fitness attaches to 
our holding this convention here. 
When the historian of American 
Achievement in the field of medicine 
shall tell the story of what has been 
done in medical teaching and in medi- 
cal practice, he will assign a conspicu- 
ous place to Boston. For it was here 
that, early in the 17th century (indeed, 
not long after Wooton, the first prac- 
titioner of U. S. A. put foot on Amer- 
ican soil in 1607) that John Foster 
published the first American medical 
work. Here too, was it not, that Dr. 
Boylston of Brookline, as early as 
1721 practiced inoculation against 
smallpox, opposed on the one hand 
by the great Benjamin Franklin and 
supported, on the other, by the illus- 
trious liberal preacher, Cotton Mather. 


Then, as now in Boston, the Church 
joined hands with the medical profes- 
sion in the treatment of disease. 

Time fails me to carry the splendid 
Boston record through succeeding gen- 
erations; let it suffice to make men- 
tion of some of the outstanding names 
emblazoned on the pages of contem- 
porary medical records and destined 
to survive as long as medical history 
shall last,—Jackson and the Warrens, 
the Bigelows and Homans, Bowditch 
and Cheever, the Shattucks, the Mi- 
nots, the Morses, Cabots, Richardsons 
and a host of others. 

Gentlemen, I fully realize that the 
honor you have accorded me is to be 
construed as a symbol of the cordial 
relationship that obtains and ever will 
obtain between the United States and 
the British Commonwealth even as 
between McGill University and the 
great educational institutions of the 
American Commonwealth. 

We are assembled this evening to 
celebrate the 14th anniversary of this 
organization and in asking myself it 
I had anything to offer really worth 
the saying, I was reminded of the 
couplet of Hageman: 

“Wisdom ripens into silence and 

the lesson she doth teach 

Is that life is more than language 

and that thought is more than 
speech.” 
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Yet I feel I should be false to the ex- 
pectations of my associates and to the 
function of my office were I to prac- 
tice the golden silence and withhold 
from you a confessio fidei medicalis 
and a frank expression of my cher- 
ished hopes for the future of this or- 
ganization. Let me add that this in- 
volves no confession of sins or dis- 
closure of secrets nor any memory of 
offenses. I make no mention of names 
but merely express personal views, the 
result perhaps of a too limited experi- 
ence. 

Our college has, as you know, de- 
veloped through many vicissitudes and 
po- 


ad- 


trials before- reaching its present 


sition, which, though materially 
vanced over earlier days, has not yet 
attained the consummation devoutly to 
Founded in 1915 under 
the State of 


for six or 


be wished. 
the 
Delaware, it 
seven vears an ardent hope of acquir- 


corporate laws of 


entertained 


ing not only vigor within but also repu- 
tation without. This ambition, how- 
ever, was slow in the coming. Clinical 
meetings, it is true, were held in vari- 
ous academic centers—meetings, how- 
ever, which did not represent a spon- 
taneous invitation on the part of uni- 
versities to act as hosts to the College. 
Nor for a year or two did the founda- 
tion of an official journal materially 
advance the cause of the organization 
nor give to it either power or influence 
with the practitioners of Internal Medi- 
cine. It was, indeed, not until 1922 
that any distinctive advance was made ; 
though even then the decorations of 
caps and gowns for Fellows, the frills 
solemn Convoca- 


and furbelows of 


tions, the Rosters and Keys, the pro- 


cessions and ceremonies, succeeded but 


little in advancing the reputation of the 
institution as a scientific, academic and 
professional organization of distinc- 
tion. 

While no 
years are available for reference, tra- 
dition tells of turbulent times, stormy 
meetings and disquieting incidents, to- 


records of these earlier 


gether with questionable tactics to ac- 
complish still more questionable ends 
—all of which did but serve to bring 
the College into disrepute and to make 
membership in it anything but desir- 
able. 

But soon new objectives were to be 
introduced and old ones more clearly 
defined. Under the guiding influence 
of President Stengel, great headway 
was made, more especially with re- 
spect to the fixing of definite qualifica- 
tions for admission and improving the 
quality of membership, the formation 
of a Committee on Credentials en- 
dowed with judgment, tact and train- 
ing—and fully conscious of its respon- 


sibilities. 
The third stage of this evolution 
began with the Detroit Meeting in 


19206, effected 
with the so-called “Congress of In- 
ternal Medicine’ — an organization 
whose sole object was to provide for 
an annual Clinical Meeting in various 
Happily with 


when a merger Was 


centers of the continent. 
this event and with the patient and 
untiring labor of my immediate pre- 
the critical 
period was safely passed, and, I be- 
lieve, today the threatened permanent 
mediocrity of the has 
given place to an assured position of 


decessors in office, more 


organization 


growing importance and power, justi- 
fying as never before the exalted name 
which this College bears. And _ so, 
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despite the obstacles that may militate 


against it, an American College of 


worked out 


worthy of recognition by the profes- 


Physicians is being 
sion at large and qualified to put on 


its members, as it were, a hallmark, 
guaranteeing both 


moral equipment in the domain of in- 


intellectual and 
ternal medicine. 
No the 


raised as to its justifiable place in our 


need question — be 


longer 


medical world. ‘To the smaller and 


organizations, 


more exclusive many 
candidates, eligible though they may 


he, are not likely to attain, simply be- 


cause of an established numerical lim- 


itation of membership. 


The vast American Medical Associ- 


ation, on the other hand, with its sec- 


tion on medicine, its inclusiveness su- 
perseded, as Dr. Vincent has said, only 
by the National Geographical Society, 
affords every practitioner the oppor- 
tunity to benefit by what it offers, be 
it general or special, clinical or labora- 


tory exercise. But it should be care- 


fully noted that this section makes no 


effort to bring together those who spe- 


cialize in internal medicine. Its pe- 


culiar value for the medical practi- 


tioner (and his sole qualification for 


admission) lies in contact with men 


of respectability in practice who pay 
the annual fee. 

It becomes evident then, that there 
exists no large organization on this 


continent which invites to its mem- 


bership only practitioners of internal 
medicine, men whose training has been 
specialized, whose desire for fuller 
knowledge is both deep and _ strong, 


and whose record is such as to con- 


firm their fitness for participation in 


a meeting to which only trained In- 
ternists are admitted. 

let me hasten to remind you that 
this is a volunteer organization which 
carries with it no compulsion. — It 
makes no demands for the control of 
influence, that 


kind of a corporate body, admission 


nor does it represent 


to which is essential to academic or 


professional success. It has not pre- 
sumed, and I| trust never will presume, 
to dictate shall 


the essential mental equipment to in- 


what shall or not be 
sure university or hosiptal preferment. 


Its object iS wholly disinterested ; 


namely, the betterment of American 
Medicine by 
brotherhood of 
of worth and character, and ambition 


vathering together, in a 
medical sciences, men 
for a higher professional training. 
Obviously such an organization as 
this will desire 1ts members to possess 
character and a reputation that are be- 
vond reproach and to be inspired by 
the acknowl! 
This Col- 
to its membership first 


ideals compatible with 
edged aims of the College. 
leve invites 
ind foremost the leaders of the pro- 
fession, who through precept and ex- 
ample, can add materially not alone to 
its prestige and its scientific contribu- 
but encourage and stimulate the 
for 


tions, 
junior aspirants seriously striving 
advancement in their profession. Its 
add 


keep the American College of Physi- 


leaders should their influence to 


cians worthy of its high-sounding 
name, for we cannot be blind to the 
fact that this College, with all its 


strength in numbers and in quality, 
has come to stay. 

On the other hand it makes its chief 
appeal to those who, desiring a better 
training in the practice of internal 
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medicine, will ever keep before them 
the goal of admission and the oppor- 
tunities it affords. It invites them to 
an appreciation of its aims and ideals. 
it further extends welcome more par- 
ticularly to such trained internists who, 
while isolated from university life and 
larger contacts, aim at still greater ad- 
vance and enlarged scope for achieve- 
ment. 

Nor has this organization, be it un- 
derstood, ever intended, nor will it 
ever seek, to fill a place analogous to 
that of the Royal College of Physi- 
cians in London. ‘There is no desire 
to inaugurate a meticulous series of 
examinations in the biological sciences, 
as a prerequisite for membership. Nev- 
ertheless we of this Institution do con- 
tend that, as the years go on, the 
younger practitioners of medicine de- 
siring to gain admission must give 
evidence of an ever more thorough 
training in their specialty. 

Let it be said moreover that we are 
differentiated from the American Col- 
lege of Surgeons in several particulars, 
to wit: a more modest ritual. It is 
not our intention to exercise any con- 
trol or influence over hospital appoint- 
ments or to assume any authority with 
regard to hospital administration ex- 
cept in a consultative capacity. The 
Board of Regents is selected with a 
jealous regard for the reputation of 
the College and in order that their 
prestige and character, and ability to 
interests 


administer its professional 


will redound to its permanent benefit. 


Matters Finencial!—As there seems 
to be a misconception in some minds 
with respect to our financial aims and 


expectations let me digress for a few 


moments and explain what these ac- 
tually are. The officers, including the 
treasurer, have no desire to pile up 
for the College a golden treasure on 
earth, no ambition to accumulate, and 
no intention to secure large endow- 
ments as have some of our sister or- 
ganizations,—nor is it our plan, in- 
sofar as I am aware, to build ourselves 
home or to. establish 
On the other hand the 


a permanent 
philanthropies. 
American College, bearing as it does a 
national name, demands the appur- 
tenances of dignity and should fulfil 
such physical requirements as will 
command the respect of every member 
of the profession.~ It is an organized 


institution which confers a_ certain 
benefit on its members through its or- 
ganization, and so it must have its 
offices, its officials and staff, as also 
an adequate allowance to conduct its 
Seyond that it has no finan- 


(Over 


business. 
cial requirements or ambitions. 
and over again have we discussed the 
relatively large fees exacted for mem- 
bership. Many of us would fain see 
them cut down or abolished ; that some 
modification will be enacted in the neat 
future is more than a pious hope. Let 
us never forget, however, that one of 
our most praiseworthy objects is to 
enable and less fortunate 
members, financially speaking, to win 
their spurs through the stimulus of 
From them we de- 


younger 


the Organization. 
mand a minimum fee only, while those 
who are more fortunate and able to 
contribute to the Organization carry 
the load for these younger men. 
This is surely a real philanthropy 
and praiseworthy beyond contradic- 
tion. Let us further not forget that 
as our requirements are raised and our 
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standards made more rigid, our ad- 
missions will be lessened and our in- 
come diminished. Were it not for this 
we would venture at once on a drastic 


cut in fees. 


Reorganization—In pursuance of a 
policy long considered, the College in 
its annual session yesterday initiated 
changes calculated to place the organ- 
ization on a still higher plane. Not 
only will our Committee on Creden- 
tials scrutinize with added care the 
qualifications of prospective members, 
but after 1931 
received into full Fellowship without 
having first 
steep and thorny road of probation as 
an Associate of the College. This im- 


portant move implying as it does that 


no candidate may be 


traveled the somewhat 


greater and yet greater demands are 
being made upon the candidates for 
admission for Fellowship, will, it is 
confidently expected, add worth to the 
titles which this College has hitherto 
all too easily bestowed. Perhaps like 
Icarus with his waxen wings we are 
venturing too near the sun, only to 
experience a similar dissolution of our 
strength and a fall to earth or sea. 
This 1 rather 


we hitched our wagon to a star and 


cannot believe, have 


loftier ambition and a 


Never was there a time 


maintained a 
higher ideal. 
richer in promise for the College, so 
replete with desire and opportunity to 
With Offi- 


foster the scientific spirit. 


cers, Regents and Governors giving 
their heartwhole cooperation, little can 
go wrong with this organization. Some 
mistakes have been inevitable. Occa- 
taken the 
Sometimes, like the 


sionally we have wrong 
turn in the maze. 
the 


light-hearted carelessness we have for- 


actor on stage, in a moment of 
votten to tell the heroine the wine was 
drugged or the letters forged—or some 
other disaster arising directly from the 
frailties of human nature. It would 
be a miracle were it otherwise. 

In retiring from the office to which 
you so magnanimously called me, and 
in bidding farewell to my colleagues 
on the Board of Regents, I most grate- 
fully 
not alone for their cooperation and 


acknowledge my _ indebtedness, 
sympathetic interest at every turn, but 
also and still more for their unfailing 
tolerance and tireless patience under 
circumstances that were trying to a de- 
And if I 


word my parting 


express in a 
Col- 
lege, it is that by consecrated devotion 
value to the 


gree, may 


wish for this 
to its cardinal aims, its 
profession may become increasingly 
apparent and its prestige be such as to 
make those who are in it increasingly 
proud of their membership. 

If only we are true to the ideals 
that we stand for, they’ will be true to 
us, and our College will forfeit none 
of its beneficent power, but go on from 
strength to strength and from glory 


to glory. 














Clinical Experience With Addison’s Disease* 


sy Aubert M. Sneut, M.D., and Leonarp G. Rowntree, M.D., 
Division of Medicine, The Mayo Clinic and The Mayo Foundation, 
Rochester, Minnesota 


T is now eighty years since Thomas 
Addison presented his memorable 
work on disease of the suprarenal 

before the South London 

Medical Society, and described the 
Syndrome which bears his name. At 

the time of his description nothing was 

known of the functions of the supra- 
renal glands although they had been 


capsules 


described by Eustachius in 1563 and 
had been the subject of anatomic 
studies for three centuries. Addison’s 
description not only established a new 
clinical entity but gave the first stim- 
ulus to modern physiologic studies on 
the function of these glands. An enor- 
mous volume of literature has grown 
up about the suprarenal glands since 
that date, and clinical and pathologic 
knowledge of the has been 
brought up to date at various times 
such those of 

}ramwell, Vincent 


disease 


by monographs as 
Lewin, Greenhow, 
and Bittorf. Because of the rarity of 
the disease, few articles have appeared 
which summarize any large clinical ex- 
perience with this disorder. Rown- 
tree,’ in 1925, recorded the experience 
at The Mayo Clinic, and we wish at 
this time to report certain clinical ob- 

*Read before the American College of 
Physicians, Boston, Massachusetts, April 8 
to 1920. 


12, 
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servations on an additional group of 


cases. 

The records of The Mayo Clinic in- 
clude approximately 300 cases in 
which either a definite or a tentative 
diagnosis of Addison’s disease has 


been made during life, or in which 
extensive of the suprarenal 
glands have been found at necropsy. 


lesions 


From these cases we have selected 103 
cases which we regard as authentic 
examples of the syndrome which Ad- 
The includes 
in death 
(in thirty of 


dison described. series 


eighty-two cases which is 
known to have occurred 
which necropsy was performed ), seven 
cases in which the present status is un- 
known, and in which 
the patients are known to be 
We to exclude 
doubtful 


presenting only those in which the di- 


fourteen cases 
living. 


all 


are 


have endeavored 


or atypical cases, and 


agnosis seemed indisputable. 
THe INcipence oF THE Disease 
It is not necessary to elaborate on 
the rarity of the disease. Irom 300 
to 400 cases are recorded annually in 
the registration area of the United 
States; the death rate is remarkably 
constant, about 0.4 in each 100,000 of 
population. The incidence is slightly 
higher in the British Isles, approxi- 


mately 0.6 in each 100,000. The low- 
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est figures are those for Japan, 0.04 in 
each 100,000. Our 103 cases repre- 
sent the total experience in the clinic 
from 1912 to 1928 inclusive, during 
a time when about 680,000 new pa- 
tients were registered. 

Our series shows the usual predom- 
inance of the disease in males; there 
were sixty-six men and _ thirty-seven 
women. The ages ranged from four- 
teen to sixty-nine years; two-thirds of 
the patients were between the ages of 
thirty and fifty. These figures corre- 
spond almost exactly with those pre- 
viously given by Greenhow. Occupa- 
tion, so far as our records show, is 
probably not a factor although most 
writers that the 
volves, principally, the laboring classes. 


believe disease in- 


Erion GY 


Tuberculosis is, of course, the prin- 
cipal etiologic factor in the production 
of the disease. On the other hand, 
this relationship is not as_ readily 
proved as might be expected. Only 
about a third of our patients had clin- 
ical evidence of tuberculosis. We have 
written to all the large tuberculosis 
sanitariums in this country in the hope 
of obtaining further information on 
this point, and find that the disease is 
extremely uncommon in patients in 
sanitariums; many directors of sani- 
tariums state that they have seen only 
one or two cases in their entire ex- 


perience. Swan and Bortree, stated, 
however, that the incidence of the 
disease is higher in the Cglorado 


Springs district, where many tuber- 
culous persons live, than in the coun- 
try as a whole. Syphilis was proved 
to be present in only four of our pa- 


7 


tients, and the fourth had coexisting 
tuberculosis. In Lewin’s series of 500 


cases, tuberculosis was present in 
about a third of the cases, and syphilis 
in approximately 4 per cent. Wie- 
sel’*"** has stated that hypoplasia of 
the chromaffin system is a necessary 
background for the development of the 
addisonian syndrome, but his views 
have not been generally accepted. The 
relation of acute infectious disease to 
the development of Addison's disease 
is debatable. Sumijoshi suggested that 
previous attacks of diphtheria and 
scarlet fever may predispose to the 
disease, and in our series a large num- 
ber of persons stated that their illness 
began with what appeared to be ordi- 
nary respiratory infections. However, 
the annual death rate from Addison’s 
disease in this country was not af- 
fected by the influenza epidemic of 
1918. rarely a_ factor. 
Cases have been, cited’’’*! in which it 
appeared to be important, and we have 


Trauma is 


seen one patient whose illness followed 
a kick by a horse. Malaria has been 
mentioned as a possible predisposing 
factor, notably by French authors. 
Finally, the relatively high incidence 
of the disease in combatant troops dur- 
ing the late War seems to point to the 


importance of stress, nervous strain, 


and exposure in initiating the syn- 
drome.**"*” 
PATHOLOGY 
Any pathologic lesion which de- 


stroys the suprarenal bodies will pro- 
duce the characteristic syndrome in 
whole or in part. The acute suprarenal 
lesions (hemorrhage and _ infarction) 
are the exceptions to this rule; it is 
well to recall that the complete clinical 
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syndrome has never been produced ex- 
perimentally, although recent work* 
indicates that this may possibly be ac- 
complished. Practically the only path- 
ologic lesions of the suprarenal glands 
which one may expect to encounter are 
tuberculosis and simple atrophy, the 
former accounting for about 80 per 
cent of all cases. Authentic examples 
of the disease have been described as 
the results of (1) carcinomatous de- 
posits in the suprarenal glands, (2) 
amyloidosis, (3) gumma, (4) destruc- 
tion by hemorrhage or infarction with 
replacement by scar tissue, (5) chronic 
inflammation with secondary fibrosis, 
(6) mycosis fungoides,*® and (7) le- 
sions of the semilunar ganglions, celiac 
plexus, and the abdominal sympathetic 
chain without evident involvement of 
the suprarenal glands. 

The latter group of cases, in which 
the suprarenal glands apparently have 
been normal, are found reported prin- 
cipally in the older literature. These 
reports are responsible for the long 
controversy which arose over the re- 
lation of the suprarenal glands to the 
addisonian syndrome. It was firmly 
held by many authors that the seat of 
the disease lay in the sympathetic ner- 
vous system, rather than in the supra- 
renal glands. As the knowledge of 
hormones increased, this theory lost 
ground and it is now untenable, at least 
in an exclusive sense. However, 
cases recently have been described in 
which the addisonian syndrome has 
been present with intact suprarenal 
glands**"**; Bittorf explains this phe- 
nomenon on the basis of injury to the 
secretory nerves of the gland. That 


irritation or interruption of the sympa- 
thetic nervous system is responsible 


for some of the symptoms of the dis- 
ease can hardly be questioned. Never- 
theless, it is the opinion of modern 
observers that the essential basis for 
the syndrome which Addison described 
lies in the loss of function of the 
suprarenal gland alone. 

The pathologic material from our 
series of cases has been studied by 
Barker. In twenty-six of the thirty 
necropsies bilateral, caseating tubercu- 
losis of the suprarenal glands was re- 
there was simple 
Barker has also 


vealed; in four, 
atrophy of the gland. 
analyzed about seventy cases in which 
other suprarenal lesions were found 
at necropsy; these lesions include car- 
cinoma, periganglioneuroma, amyloi- 
dosis, and hemorrhage. In 
this group did the clinical syndrome 
correspond to that described by Addi- 
son. Attempts have been made _ to 


establish a syndrome definitely related 


none of 


to the type of lesion present in the su- 
prarenal gland. So far as we know, 
this is not possible; the cases with 
atrophy and tuberculosis run almost 
identical courses. It is of interest that 
pigmentation is more uniformly pres- 
ent in cases of suprarenal atrophy than 
in those in which the underlying factor 
is tuberculosis; also, on the average, 
length of life is apparently somewhat 
longer in the cases with atrophy. Oth- 
erwise the clinical course is practically 
identical in both groups. 
THE FUNCTION OF THE SUPRARENAL 
GLANDS 
3efore beginning any discussion of 
the symptoms and signs of the disease 
we will refer briefly to the current 
theories of the function of the supra- 


renal glands. The gland consists of 
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two different portions which are of 
distinct embryonic origin and quite 
probably unrelated — physiologically. 
The the 
largely of chromophil cells which are 


medulla of gland consists 
derived from the embryonic sympa- 
thetic system. I:xtirpation experiments 
show that it is life. 
The cortex is composed of epithelial 


not essential to 
cells arising from the wolffian body ; 
the latter portion of the gland appar- 
ently is essential to life, as the experi- 
ments of Biedl, Wheeler and Vincent, 
Houssay and Lewis, Crowe and \Wis- 
locki, and The 
medulla of the gland is the source of 
its only known active principle which 
There 


others have shown. 


is designated as epinephrine. 
is a great deal of evidence, both ana- 
tomically and physiologically, that 
epinephrine normally enters the circu- 
lation by way of the central veins of 
the suprarenal glands and that it is 
concerned with the function of sympa- 
thetically innervated muscle and other 
The 
epinephrine is 
lished and neither is it certain that it 
is present in the circulating blood in 


tissues. rate of discharge of 


not definitely estab- 


sufficient amounts to exert its well 
known pharmacodynamic effects. Can- 
non suggested that epinephrine fur- 


nishes an stimulant and 


emergency 
that increased amounts are discharged 
into the circulation when the gland re- 
ceives a stimulus as the result of fear, 
rage, hunger, and so forth. 

The cortex possibly yields some hor- 
mone which affects the growth of tis- 
sues and the organs of reproduction; 
it also may furnish even more vital 
substances, since it is this portion of 
the gland which is essential to life. \ 


possible antitoxic action of the cortex 


has been suggested, and even as crit- 
ical an observer as Stewart admitted 
that 
basis for this hypothesis. 


there is a_ possible physiologic 
Cortical ex- 
tracts (which will be referred to later ) 
are still in the experimental stage. A 
great many other theories have been 
advanced in regard to possible func- 
tions of the suprarenal glands and their 
relations with those of the other endo- 
crine glands, but these theories rest on 
dubious ground and may be accepted 


only with reservations. 
SYMPTOMATOLOGY 


\ better description of the disease 


has never been given than that ad- 
vanced by its discoverer: “The leading 
and characteristic features of the mor- 
bid state to which I would direct at- 
tention are anemia, general languor and 
debility, remarkable feebleness of the 
heart's action, irritability of the stom- 
ach, and a peculiar change in the color 
of the skin. It may be said to 
present a dingy, smoky appearance of 
various tints or shades of deep amber 
With the lapse 


new 


or chestnut brown.” 
of time and the introduction of 
diagnostic methods, many additional 
points have been added to the symp- 
tomatology, but reliance for diagnosis 
is still based on the symptoms men- 
tioned by Addison, 

We 


this paper to the general groups of 


will confine our discussion in 
symptoms, and will attempt to give the 
current theories relating to their path- 
ologic physiology. The cardinal symp- 
tom of this disease, asthenia, was pres- 
ent in every case which we have ob- 
served. It is frequently extreme and 
the patient is unable to perform the 
without great fa- 


slightest exertion 
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tigue. ‘The patient may be too weak 
to dress, to eat, or even to sit up in 
bed. Studies with the ergograph show 
that the weakness is an objective as 
well as a subjective phenomenon. An 
adequate explanation for the asthenia 
has not been offered. In many cases 
(thirteen of thirty-eight in our series ) 
the basal metabolic rate is definitely 
below the average normal. Koehler*® 
has studied patients with suprarenal 
insufficiency and has shown an oxygen 
deficit greater than that shown by nor- 
mal persons performing the same ex- 
ercises. Hirsch and Capps have sug- 
gested a possible defect in utilization 
of oxygen as one of the symptoms of 
functional inadequacy of the supra- 
renal gland. The relation of the sym- 
pathetic nervous system to this phe- 
nomenon is not known. If 
cepts Cannon’s theory, asthenia may 


one ac- 
be explained on the basis of failure 
of production of epinephrine. 

The symptoms of secondary impor- 
tance pertain to enfeebled circulation. 
The signs which accompany this are 
well known; of the heart 
rarely can be seen or felt; the heart 
sounds are faint and distant, the pulse 
the 
The 


latter observation is not as constant as 


the apex 


is weak and compressible, and 
blood pressure is usually low. 


one might expect, a point to which 
Janeway first called attention (fig. 1). 
In at least 25 per cent of our cases 
the systolic blood pressure on the pa- 
tient’s admission was 105 mm. of mer- 
curvy or more. In four cases in our 
series hypertension had been known to 
exist previously. In one case the blood 
pressure was 145 systolic and 100 dias- 


Ordinarily 


tolic a week before death. 
striking capillary or venous changes 


do not develop even in advanced Ad- 
We 
two cases, however, in which the veins 
of the 
mained persistently in a state of col- 


dison’s disease. have observed 


forehead and upper arm re- 
lapse, indicating marked reduction in 
venous pressure. 

The 
posture in 
previously received the attention which 
Ghrist studied 


of blood 


Addison's disease has not 


relation pressure to 


it deserves. has pa- 
tients on an adjustable table, and has 
shown that there is a definite postural 
element in the hypotension (fig. 2). 
This, of course, accounts for the ver- 
tigo and faintness which many of these 
patients notice on arising from bed. 

the 
latory phenomena is fairly well estab- 


The anatomic basis for circu- 


lished; the heart is usually consider- 
ably reduced in size and may exhibit 
brown atrophy. It is not uncommon 
to find the aorta hypoplastic. Curi- 
ously enough, in twenty-one of the 
in our series in 


twenty-five cases in 


which — electrocardiographic — studies 
were made, abnormality was not 
shown. In two cases significant ‘T- 


wave negativity was found: in one, 
auricular fibrillation, and in the other, 
arborization block. In these cases there 
was a possibility of associated coro- 
nary sclerosis. We have not been able 
to obtain figures on the cardiac output. 
but there is reason to believe 
that it would be considerably 
It has been supposed that epinephrine 
is absent from the blood stream in 


Addison's disease.“’ The experimental 


every 
reduced. 


methods on which this theory is based 
are open to question, but from a clin- 
ical standpoint it is difficult to escape 
the that 
and circulatory enfeeblement are due 


conclusion the hypotension 
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to lack of this substance in 
the circulating blood. 


The nervous symptoms of Addison’s 


pressor 


disease are numerous and prominent. 
In our experience they have taken the 
form of sensory, motor or psychic 


phenomena The most striking is 
mental irritability and_ restlessness, 
which gradually increases as the con- 
dition progresses. A sort of anxiety 


state is frequently observed. There 
may be actual delirium, and even acute 
mania. One of our patients suffered 
from somnambulism 
death ; another died with acute cerebral 
symptoms suggestive of basilar menin- 
Coma is not uncommon and re- 


shortly before 


gitis. 
covery from it is rare. 
the last days of life are spent in what 


In many cases 


appears to be a restless sleep. It is in- 
teresting to recall that terminal de- 
lirium is not infrequent in the experi- 
Numerous observers, 
described 


mental animal."' 


including Pepper,*” have 


paresthesia of the extremities, and 


Diastolic rises 6& mm 


The effect of posture on blood pressure and pulse rate in Addison's disease. 


we have noted two instances of early 
subacute combined degeneration of the 
spinal cord associated with the addi- 
sonian syndrome. Although some of 
the nervous symptoms may be the di- 
rect results of anoxemia, an anatomic 
basis for them may exist. Degener- 
ative changes in the central nervous 
system have been described ; these con- 
sist chiefly of lesions in the posterior 
columns and nerve roots. Gordon*! 
has described such a case and has re- 
viewed the literature. 

Pain in the back has been a most 
persistent and troublesome symptom. 
In many cases it has been the principal 
and earliest complaint. We have noted 
it in practically every case in our 
series ; in many cases it has been dis- 
abling and severe. Tenderness on 
pressure over the costo-vertebral an- 
gles, and hyperesthetic areas about the 
trunk are commonly present. Involve- 
ment of the sympathetic ganglion ad- 


jacent to the suprarenal gland may 
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if 


be the cause of this pain, but fre- 


quently an anatomic basis cannot be 
found. Generalized neuralgic pains 
are also fairly common and may be 
due to actual neuritis. 

In every case of Addison's disease 
which we have observed, gastro-intes- 
varving degrees 


tinal disturbances of 


of severity have been present. ‘These 


vary from mild anorexia and nausea 


vomiting simu- 


The 


wall may be rigid and tender even to 


to violent attacks of 


lating gastric crises. abdominal 
the point of simulating peritonitis ;"' 
this has been known, unfortunately, to 
lead to surgical mtervention. Vomit- 
ing is present in practically every case 
at some time and is often virtually un- 
controllable; it is likely to recur with 
symptoms, 


every exacerbation — of 


Retching, gagging and hiccup are 


common accompaniments,  [pigastric 


pain is commonly associated with 
crises of vomiting, but may be present 


Constipation is very 


independently. 
common; in many cases it is an early 
Diarrhea, in our experi- 
exclusively a 
ap- 


pears it has been most difficult to con- 


symptom. 


ence, has been almost 


terminal symptom, aud when it 


trol. The inevitable result of the gas- 
tro-intestinal disturbances mentioned is 
loss of weight. We have not observed 
a single case in which loss of weight 
has not been considerable. Many of 
the patients do not appear to be emaci- 
ated, and the usual physical signs of 
loss of weight are net apparent; this 
may be at least partially due to the fact 
that 
were overweight at the time the first 


a large number of our patients 


symptoms of the disease were noted. 


The anatomic basis for these symp- 


clear, although 


toms is not entirely 


there are some observations on record 


which are of interest in this connec- 


Mann, 


Gairns have shown, acute peptic ulcers 


tion. As and Banting and 


are present in about two-thirds of all 


animals after bilateral suprarenalecto- 
my. Lewin noted lesions of the gastro- 


intestinal mucosa in __ thirty-seven 


cases of his series, and various lesions 
of the liver and bile passages in 130. 
In our series of necropsies, seven pep- 
tic ulcers were found, and in four 
other cases roentgenographic evidence 
was present. In 


of duodenal ulcer 


two cases multiple acute gastric ulcers 


have been observed at necropsy. 
Whether the more chronic lesions rep- 
resent cause or effect cannot be defi- 


nitely stated ; certainly the usual symp- 
toms of peptic ulcer are infrequent. 
Ilyperacidity is uncommon, and when 
present it has been associated with the 
familiar syndrome of peptic ulcer. An- 
acidity was present in about half of 
the cases in which gastric analvsis was 

noted in 


performed; subacidity was 


about 25 per cent of the cases. In our 
experience the administration of dtlute 
hydrochloric acid, first advocated by 
been of little, if 


has any, 


(Grawitz, 
henefit. 

The relation of the abdominal sym 
pathetic system to the symptoms just 
described is a matter for conjecture; 
perhaps interruption or irritation of 


these important nervous elements is 


responsible. Occasionally these gas- 


tro-intestinal symptoms are greatly re- 
heved by the administration of epineph- 
rine; perhaps more often the symp- 
made 


toms are not affected or are 


worse by its use. If the pathologic 


these gastro-intestinal 


fully 


physiology of 


disturbances were understood, a 
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most important portion of the problem 
of treatment might be solved. 

The most striking visible evidence 
of Addison’s disease is the pigmenta- 
tion of the skin. Although by no 
means always present, it is certainly 
the objective sign on which diagnosis 
is most frequently based. ‘The depth 
of color is variable in the extreme, and 
in the literature one finds at least fifty 
The 


color most frequently seen is similar 


adjectives used to describe it. 


to that produced by sunburn but the 
color of many of the patients is ac- 
tually negroid (figs. 3 and 4). ‘The 
exposed areas of the body are most 
deeply pigmented. ‘There is also in- 
creased pigmentation over pressure 
points and in areas where the normal 
pigmentation is the most intense, such 
as the genitals, nipples and axillas. 
The skin is ordinarily soft and dry. 
Frequently there is a fine, grayish 
scurf over the knees and elbows. 
mentation in the mouth is fairly con- 
stant (fig. 5): the usual sites are the 
gums, the buccal mucous membrane, 


The lips are often 


Pig- 


and the tongue. 
deeply pigmented at the mucocutaneous 
juncture. We have attached a good 
deal of importance to pigmentary de- 
posits produced by pressure’ from 
Tight waistbands, garters, 
hat 


bands may have produced a_ pigmen- 


clothing. 


corsets, shoes with straps, and 
tary deposit which makes the diag- 
nosis clear. The pigmentation varies 
greatly in amount in different persons, 
and at different times in the same per- 
son. It often clears up remarkably 
during periods of improvement. Dur- 
ing periods of decline tiny deposits of 
observed, 


are occasionally 


pigment 


constituting the “black freckles” which 
have been so frequently described. In 
several of our cases, pigmentation was 
so slight as to attract little attention; 
in one case it was entirely absent. In 
two castrated persons, diffuse, yellow- 
ish pigmentation was present without 
the usual accentuation over the nip- 
ples and genitals. Leukoderma, first 
described by Addison, is fairly com- 
mon. It is usually present in small 
isolated patches, but in two of our pa- 
tients it was generalized and extreme. 
The color of the hair may deepen, and 
in many blond persons it assumes a 
strange, muddy color. Pigmentation 
of the conjunctiva, sclerotics and nails 
also has been encountered. 

Like so many of the other phenom- 


ena associated with disease of the 


suprarenal glands, the cause of the 
fully explained. 


pigmentation is not 


The color of the skin is due to melan- 


in, a normal cutaneous pigment. How 
and why melanin is deposited in such 
quantities is not known. Bloch and 


his collaborators*”® suggest that all pig- 
mentation is due to the presence of a 
specific oxydase in the skin which 
forms melanin from dioxyphenylala- 
nine. They believe that the latter sub- 
stance, which they call “dopa,” is one 
of the normal precursors of epineph- 
rine, and that when formation of epi- 
nephrine fails in consequence of de- 
struction of the suprarenal gland, these 
substances accumulate in the skin and 
are converted into pigment (fig. 6). 
There is good evidence to show that the 
color of the skin in Addisons’ disease 
is due to a process of oxidation, but 
the relation of dopa to the formation 


of epinephrine has not yet been proved. 
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Oxyphenylelanine (Tyrosine) 


Dioxypheny le lenin 
(Bloch's "Dopa”) 


Dioxyphenyl - a - met hy] 
Amino B oxypropronic ecid 
(Guegenheim) 


Adrenalin 


Fic. 6. Bloch’s theory of pigmentation in Addison's disease (after Bloch and Loffler). 


“Dopa” when acted on by a specific oxydase is converted into melanin. 
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THe DiaGNosis 
lew diseases can be diagnosed with 
greater certainty when the typical 
signs and symptoms are present. ‘This 
fact is attested by the observation of 


When _ the 


advanced 


many writers. disease 1s 


present in an and typical 
form, the opportunities for diagnostic 
errors are small; in our experience the 


negative errors greatly outweigh those 


of a positive nature. As Tuckwell 
(1871) said, “There is no neurosis 
nor is there any accidental melasma 
which simulates the true addisonian 


symptoms so closely as not to be dis- 
tinguishable from them by trained ob- 
Doubtful 


cases are an entirely different matter, 


servation.” and = atypical 
and in this group a positive diagnosis 
is frequently impossible; a period of 
observation in hospital is valuable. We 
are not familiar with any definite path- 
ognomonic signs; the white line of 
Sergent has not been a constant sign 
in our cases. 

Laboratory examinations are not of 
great diagnostic value, although they 
may furnish corroborative evidence. 
Urinalvsis and renal functional tests 
evidences of 


almost invariably show 


renal involvement. Low specific grav- 


ity of the urine is the rule; variable 


amounts of albumin and_= occasional 


casts also are found. Elevation of the 
blood urea is common, particularly in 
the terminal stages; this is in accord 
with the observations after experimen- 
The 


output is frequently low before death, 


tal suprarenalectomy.** urinary 
and in fact there may be suppression 
of urine.“* These phenomena perhaps 
can be explained on the basis of a de- 


ficient blood supply, and are very sug- 


gestive of those seen in arteriosclerotic 


nephritis. Barker has observed tubu- 
lar atrophy and other signs of toxic 
nephrosis at necropsy; in Smith's case 
somewhat similar. 


the was 


Blood counts rarely give significant in- 


picture 


formation. \nenmia, contrary — to 
\ddison’s opinion, is rare and when 
present 1s usually to be explained on 
the basis of some complication. Signs 
of increased concentration of the blood 
in the terminal stages 
and are a grave prognostic omen. ‘The 
and Roth 


may be present 


total blood volume, as Brown 


have shown, is not usually atfected, 


except in terminal conditions with the 


picture of shock In suprarenalec- 


animals imcreased concentra- 


bl " il 
death. 


tomized 


tion of the may be observed 


shortly before Relative 


Ivmphocytosis has been mentioned by 
many authors and has been present in 
several of our cases but we do not re- 


gard it as an infallible diagnostic sign. 


It has been attributed to the Ivmphoid 


hyperplasia, so frequently observed at 


necropsy. Changes in the metabolic 


rate, in the electrocardiogram, and in 
the results of gastric analvsis already 


have been mentioned. We have ex- 


amined the blood cholesterol and blood 
calcium in a number of cases, but anv 
changes observed have been sheht and 
inconstant. Hypoglycemia, regarded 
by some German authors as a charac- 
teristic feature, has been present in a 
cases as a terminal phe- 


We 


Jaguttis that it is not a pathog- 


few of our 


nomenon, agree with Rosenow 
and 
nomonic sign nor even constant in its 
occurrence. 

The 


elsewhere in the body is of oereat 1m- 


demonstration of tuberculosis 


portance, and the search for it should 


be thorough in every suspected case. 








18 





As has been stated, it is demonstrable 
in about a third of all cases. Biopsy 
of the 


excludes other types of pigmentation. 


skin is valuable so far as it 

In doubtful cases diagnosis is best 
made by exclusion and by a period of 
observation in hospital. 

When hypotension, hyperpigmenta- 
tion, gastro-intestinal symptoms, and 
asthenia are present without any ap- 
parent cause, the probability of supra- 
renal disease is very great. In our ex- 
perience this diagnostic triad has been 
of the gravest prognostic significance ; 
in the majority of the cases in which 
we have suspected the disease to be 
present, but which were not included 
in this series because of atypical fea- 
tures or insufficient observation, death 
is known to have occurred. 

DISEASE 


ue Course oF THE 


The course of the disease is varia- 
ble, its duration varying from eighteen 
sixteen eX- 


days’ to vears.”"” The 


tremes in our series were six weeks 


and seven and a half vears:; the aver- 
age duration was somewhat less than 
two years. The order in which the 
symptoms may appear and the rapidity 
of their development also are variable. 
In general we recognize four types 
of cases, following Greenhow’s classi- 
fication: (1) cases in which the pig- 
mentation, asthenia, and other symp- 
toms develop simultaneously, and run 
a more or less parallel course; (2) 


cases in which pigmentation is present 


for some time (often for several 
vears) before the development of 
other symptoms; (3) cases with as- 


thenia and gastro-intestinal symptoms 


and with pigmentation which develops 
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late in the course of the disease, and 

(4) latent or atypical cases. 
It is known that the 

is marked by periods of remission and 


well disease 
exacerbation, although these periods 
are by no means always present. In 
general the disease appears to progress 
by spurts, interspersed with periods 
when its course seems temporarily ar- 
rested. The periods of decline are 
almost invariably attended with severe 
gastro-intestinal symptoms, and in fact 
one can judge the progress of any 
given patient by his ability to take and 
food. 


The manner of death in 


retain 
Addison's 
disease is sufficiently striking to pre- 


sent an almost unmistakable clinical 


picture. In many persons whom we 
have observed the terminal symptoms 
have appeared suddenly; in others 


they are preceded by a_ prolonged, 


gradual decline. ‘The terminal phe- 
nomena are not greatly different from 
those seen in the experimental ani- 
mal after suprarenalectomy.  (Gastro- 
intestinal symptoms, principally vom- 
iting and diarrhea, almost invariably 
are present. Restlessness, at first ex- 
treme, later progresses to a muttering 
delirium and coma. ‘Terminal pyrexia 
is not uncommon; hyperpyrexia was 
recorded by Lucas. The terminal con- 
dition has been likened to the flicker- 
ing of a dying flame, but the time of 
death may be very stormy with con- 
cerebral 


and = pronounced 


Sudden death, which has 


vulsions 
symptoms. 
been compared with that caused by 
coronary thrombosis, is not infrequent. 
The blood 


tained at a fairly constant level until 


pressure may be main- 
late in the course of the disease; the 


pulse rate rises as the blood pressure 
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declines. igure 7 shows the temper- 


/ 
ature, pulse and blood pressure in a 


typical case. 


There is much about the terminal 
picture of Addison's disease to suggest 
intoxication; this view has been ad- 


vanced by workers in the experimental 
field, and the parallelism in the termi- 


nal phenomena in dogs and in man 


Ltastolic Systolic 


Pulse rate 


— © 


seems to point to a possible antitoxic 


function of the suprarenal cortex. 
Stewart, speaking from a physiologic 
standpoint, believes that the central 
nervous system is most heavily in- 


volved in this terminal intoxication, 


and certainly our clinical experience 


supports this view. The possibility of 


other being injured by this 


organs 


lemperature 
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toxic process also was suggested by 
Stewart, who mentioned the known 
incidence of renal functional failure 
as possible evidence on this point. 

The complications of the disease en- 
countered in our series are of consider- 
able interest since they frequently con- 
fuse the clinical picture and lead to 
great difficulties in treatment. ‘luber- 
culosis was present in thirty-six of the 
cases in our series; active pulmonary 
tuberculosis was present in seven of 
these cases, inactive pulmonary, in ten; 
genito-urinary, in thirteen; osseous, in 
eleven; glandular, in two; cutaneous, 
in one case, and a tuberculous lumbar 
sinus in one case. In four cases each 
of the series, syphilis, preexisting hy- 
pertension, and peptic ulcer was pres- 
ent. In one case each of the series 
cholelithiasis, Paget’s disease, myxede- 
ma, diabetes mellitus and exophthalmic 
goiter combined, gout and coronary 
sclerosis combined, and pernicious 
anemia was present. 

Tuberculosis, of course, leads the 
list; symptomatically active pulmonary 
tuberculosis, however, is not as com- 
mon as one might expect; genito- 
urinary and osseous tuberculosis are 
observed more frequently. Five of 
our patients had advanced Pott’s dis- 
ease; in two cases there was active 
tuberculosis of the cervical lymph 
nodes. Abnormalities of the other 
glands of internal secretion were not 
commonly observed. In one proved 
case exophthalmic goiter and diabetes 
mellitus were present. Both complica- 
tions are rare; diabetes associated with 
Addison's disease has been observed 
by Arnett and by West, and exophthal- 
mic goiter, by Etienne and Richard. In 


our case the pigmentation was slight, 


the blood pressure was normal, and 
the asthenia was not greater than 
might be accounted for by the hyper- 
thyroidism. After thyroidectomy the 
patient declined rapidly, and died in 
spite of active supportive treatment; 
at necropsy marked atrophy of the 
pancreas and suprarenal glands was 
found. Another patient had as a com- 
plication definite myxedema with a 
metabolic rate 31 per cent below nor- 
mal. He did not improve in the slight- 
est under treatment with thyroid ex- 
tract and he died with a detinite pic- 
ture of Addison's disease. Marsh has 
recently described a somewhat similar 
case. .\ third patient presented the 
hitherto unrecorded combination of 
pernicious anemia and tuberculosis of 
the suprarenal glands; the addisomian 
syndrome appearing as a_ terminal 
event. Sections of the suprarenal 
glands contained large numbers of 
bacilli of tuberculosis. ‘This case is of 
great interest because of the views of 
Addison in regard to the relation be- 
tween disease of the suprarenal glands 
and primary anemia. Paget's disease 
also was diagnosed in one case in 
which a typical addisonian syndrome 
was present; this is a heretofore unre- 
corded complication, although leb and 
Pepper have both described bony 
changes in the disease. The incidence 
of peptic ulcer has already been men- 


tioned. 
TREATMENT 


The treatment of Addison's disease 
has always been a thankless and diffi- 
cult task; as in many other intractable 
conditions, just enough good results 
are obtained to justify continued ef- 
fort. Radical curative measures are 
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practically unknown; Oestreich, how- 
successful in removing a 


ever, Was 


tuberculous suprarenal gland in a case 
in which a definite addisonian syn- 
drome was present; the other supra- 
renal gland apparently was normal. 
Transplants have been disappointing ; 
the surgical risk appears to be large 
and the possibility of a “take” small. 
Irradiation of known tuberculous su- 
prarenal glands was first practiced by 
according to 


Golubinin and 


Desjardin’s recent review can do little 


( 1905) 


harm to the suprarenal tissue; it may 
stimulate healing of the tuberculous 
process and thus offers some prospect 
of cure. We have employed this treat- 
ment in four cases recently ; untoward 
did all the 
patients are doing well at present. .\s 
Barker has shown, tuberculosis of the 


reactions not occur, and 


suprarenal glands shows little, it any, 
to healing; it 


may be that in some instances at least, 


tendency spontaneous 
irradiation will stimulate formation of 
fibrous tissue and check the pathologic 
Tuberculin has hitherto failed 
too 


] OCEeSS, 


to much 


accomplish this, and 


TABLE I—RESULTS OF SUBSTITUTION 


(ORGANOTHERAPY AS 


should not be expected of radiother- 
apy. 

There is evidence that Addison's 
disease may be of syphilitic origin, but 
such cases must represent a small mi- 
nority. Apparent cures have followed 
antispyphilitic treatment."' Two of our 
patients who gave histories of recent 
syphilitic infection have received anti- 
syphilitic treatment elsewhere with 
fairly good results, although one had 
numerous reactions from treatment; in 
a third patient who was known to have 
of the 


death was appar- 


syphilis, atrophy gland was 


found at necropsy: 


ently precipitated by a severe reaction 


following the administration of bis- 
muth. Judging from our experience, 
the treatment of syphilitic patients 


with the addisonian syndrome must be 
carried out with a good deal of caution. 

Substitution organotherapy is as old 
as the disease; the earlier results have 


been reviewed by Kinnicutt, Johnston, 


and .\dams, who have each reviewed 
the literature and summarized the ef- 
fects of treatment (table 1). Many 


of the cases are duplicates and the eri- 


REPORTED BY OTHERS 





Unimproved or 
Patient Died 
Improvement 


Temporary 


Prolonged 
Improvement 
Comment 
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Kinnicutt 48 2 18 22 6 One patient well for four months, 
one for twelve months, and one 
for eighteen months 
Johnston 50 is) 10 10 Results not stated in eight cases 
Adams 105 7 40 33 16 One patient each lived two, three, 
four and eight years 
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teria for improvement or arrest of the 
disease are of course not uniform. 
Many of the patients reported as im- 
proved had been under observation 
only a few weeks. 

Our interest in organotherapy in 
Addison’s disease began in 1920, when 
the regimen now in use was instituted 
in the case of the late Dr. Muirhead. 
This form of treatment, which has 
since been fully reported by Muirhead 
and by Rowntree,°* consists of the ad- 
ministration of epinephrine hypoder- 
mically, and by rectum to the point of 
tolerance, together with  suprarenal 
cortex* by mouth in full dosage. The 
effects of organotherapy in sixty-two 
cases of Addison’s disease in our 
series were as follows: the condition 
was made worse by treatment in one 
case; benefit was not derived in twen- 
ty-nine cases; slight or doubtful im- 
provement for six months or less oc- 
curred in thirteen cases, temporary im- 
provement for six months to a year in 
six, temporary improvement for one to 
two years in two, and definite improve- 
ment for two to five years in nine; in 
two cases the disease is believed to be 
arrested since there has been absence 
of symptoms for five to eight years. 

We freely admit the theoretic and 
practical imperfections of this form of 
treatment, and are not enthusiastic 
about its results. However, it offers 
palliation of symptoms in some cases, 
and prolonged benefit in a small per- 
centage of cases. Many of the pa- 
tients listed as “temporarily improved” 
have made remarkable and unexpected 
improvement, only to die later from 
intercurrent infections. 


*Supplied by Parke, Davis and Co. 





The effects obtained are usually no- 
ticed at once, and we believe that un- 
less some noticed 
within a week, further active treat- 
Organother- 


improvement is 


ment is not to be urged. 
apy appears not to be of value in the 
terminal stage of the disease, but it 
has certainly prolonged the life of 
many patients who were in a very crit- 
ical condition at the time of admis- 
sion. The patients who have obtained 
prolonged benefit are, of course, few 
in number. In two of our proved 
cases of atrophy of the suprarenal 
glands, treatment was carried out for 
three and four years respectively. The 
patients felt well and were able to 
carry on their usual occupations to 
within a few days of their death. One 
of them had given up treatment on two 
occasions and at once alarming symp- 
toms had developed which were re- 
lieved by the resumption of the ad- 
ministrations of epinephrine. Among 
the patients in our series known to be 
living, one has survived three years, 
and when last heard of was in good 
condition. Another patient has had 
the disease for more than four years; 
he is able to work regularly, and al- 
though definite pigmentation is_ still 
present he feels well. A third patient 
has been treated for more than two 
vears and is able to carry on her du- 
ties as principal of a high school. A 
fourth patient, a man of fifty-two 
years, who lives near Rochester, has 
been under observation constantly for 
seven years. He has no complaints ex- 
cept that he is easily fatigued and has 
some hackache. He has been able to 
carry on his farm work. A voung 
man, who was first seen in 1922, is ap- 
parently well and has discontinued 
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treatment. 
vived over such long periods, the ac- 


In patients who have sur- 


curacy of the diagnosis may be ques- 
tioned; the syndrome in each of these 
cases was absolutely typical, however, 
and we regard the cases as authentic 
examples of the disease. 

The effect of treatment on symp- 
toms is worthy of brief mention. The 
pigmentation fades perceptibly — in 
many favorable cases, as we have been 
able to show by a study of color 
patches; the gastro-intestinal symp- 
toms subside, and there may be gain 
in weight. .\ definite gain in strength 
is also noted in many cases; certain 
patients are able to resume their usual 
occupations. It is almost impossible 
to maintain elevation in blood pressure 
in Addison’s disease over any consid- 
erable period of time; substances that 
cause increase in blood pressure pro- 
duce elevation which is of short dura- 
tion at best. Ephedrine will cause ele- 
vation and maintenance of the blood 
pressure more satisfactorily than other 
substances we have used, but there is 
no evidence to show that it produces 
any lasting general improvement.”” We 
have regarded 75 mm. of mercury as 
the critical level for systolic blood 
pressure in this condition; when lower 
levels than this are reached, death is 
imminent and nothing can be expected 
from stimulants of any sort. 

The terminal symptoms of Addi- 
son’s disease do not respond to any 
treatment with which we are familiar. 
The preterminal phenomena, — the 
crises, and periods of acute exacerba- 
tion are scarcely less resistant. These 
episodes in the course of the disease 
recall to mind the theory that some 


toxin may be responsible for their pro- 


duction. Perhaps the best treatment 
in emergencies is the intravenous ad- 
ministration of fluids. Rogoff and 
Stewart,’ Corey and others have re- 
peatedly demonstrated the value of the 
administration of Ringer’s solution in- 
travenously to prolong the life of 
suprarenalectomized animals. There is 
no doubt that the intravenous admin- 
istration of solutions of salt or glucose 
has been of temporary benefit to pa- 
tients with Addison’s disease, and we 
have found it a most useful procedure. 
(Gum acacia has been helpful in states 
of shock. 

There is one form of treatment of 
Addison's disease which has not re- 
ceived the attention it deserves: the 
protection of the patient from every 
outside influence which will exhaust 
his strength or tire him unduly. Pur- 
gation has been known to cause an 
immediate fatal termination. We have 
observed three such instances. The 
transportation of a patient over any 
considerable distance is frequently fol- 
lowed by serious results. We have 
observed several fatal events which 
have been precipitated by such a 
cause; one patient died forty-five min- 
utes after her arrival in Rochester, 
and another survived about twenty- 
four hours. Exhaustive examinations 
also have led to the development of 
serious symptoms. Careful supportive 
and protective treatment should be the 
first consideration in every case; this 
has a prior claim over organotherapy, 
irradiation, and every other diagnostic 
or therapeutic procedure. 

It is natural to suppose that treat- 
ment directed toward the relief of as- 
sociated diseases might have a_bene- 


ficial influence on the course of the 
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primary disease. This supposition to these may, as it did in one of Ad- 
would seem particularly justified if dison’s cases, lead to neglect of the 
these complications were of a tuber- primary condition, that the correct ‘ 
= 4 : cre eae . i 
culous nature. Unfortunately, this is diagnosis is frequently missed because 
not the case; surgical intervention in of their presence, and finally that treat- 
glandular, osseous or genito-urinary ment of the complicating lesion is not 
tuberculosis is associated with a pro- likely to be of benefit. If treatment 
hibitive risk. The complicating dis- necessitates any surgical procedure, 
eases that have been noted have the risk is prohibitive and should not 
masked the diagnosis in eight cases of | be assumed. 
our series, and in each of these latent With treatment of all kinds, our ex- ) 
or atypical cases surgical procedures perience has been distinctly unfavor- 
have precipitated a fatal outcome. able. This is perhaps to be expected 
Only three patients in our series sur- when one considers the fate of the 
vived surgical operations of any kind — suprarenalectomized animal and recalls 
(table 2). that at necropsy in .\ddison’s disease 
Our experience with complications the suprarenal glands are almost al- ; 
of Addison’s disease can be briefly ways completely destroyed. .\— few 
summarized by saying that attention cortical adenomas may remain, but 
TABLE 2—RESULTS OF OPERATION 
—_ Blood 
y 4 rai Pressure | | 
CL | ae ook 
= o ae = 
me EY s , | Y = = 
2/2 | 2] £2 | 312 z : 
Sl < a a|o 6 5 
I M34 2 0 to 1 | Amputation of right leg Death 
4 M 37 1 to 2 1 to 2 | 130 | go | Thyroidectomy 
| 
10 M 32 0 to 1 I (racial) | 105 | 73 | Hemorrhoidectomy si 
14 M25 2 I to 2 | 100 | 80 Orchidectomy 
| 
19 Mos I I 110 | 78 Nephrectomy 
20 M26 1 to 2 2 105 | 75 | Nephrectomy = 
27 M46 2+ 2 108 | 78 | Cholecystectomy 
32 F 32 3 2 75 ? Nephrectomy ss 
13 F 54 2 3 80 | 60 Drainage of lumbar abscess Survived 
73 F 54 2 2+ 90 | 70 Tonsillectomy # 
88 M52 2 2+ 100 | 75 Excision of cervical lymph 4 
nodes 
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there is usually little, if any, evidence 
of functioning suprarenal tissue. It 
would appear to be possible to main- 
tain life as long as a small fragment of 
cortex remains, but up to the present 
time cortical or medullary extract has 
not had the effect of maintaining life 
indefinitely when the suprarenal glands 
are totally destroyed. The greatest 
promise of success in the treatment of 
Addison’s disease lies in the work that 
is being done independently by Rogoff 
and Stewart,** Koehler,** and Hart- 
man, McArthur and Hartman in the 
preparation of cortical extracts. Ro- 


goft’s “cortin” has prolonged the lives 
of suprarenalectomized dogs and 
Hartman’s extract has given similar 
results in cats. We have not had per- 
sonal experience with the use of these 
extracts, which are still in the experi- 
mental stage; they may prove to be of 
great value in clinical cases, and will 
be a welcome addition to our limited 
therapeutic resources. In view of the 
known progressive character of the 
pathologic lesions, however, one may 
anticipate a high mortality even with 
theoretically perfect substitution ther- 
apy. 
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Observations on Tuberculosis in Europe—Special 
Methods of Treatment, Government Schemes* 


3y Jabez H. Exvuiorr, M.B., Toronto, Canada 


HESE notes were made while in 

Britain and Europe last autumn 

as a member of the Canadian Tu- 
berculosis Association tour. We were 
a party of thirty-two Canadian phy- 
sicians, all interested in tuberculosis. 
The party was made up chiefly of 
sanatorium superintendents, directors 
of chest clinics, and chiefs of provin- 
cial diagnostic services representing 
every province in the Dominion. 

Opportunity was offered our party 
to see the methods of treatment fol- 
lowed in sanatoriums which were 
visited in England, Wales, Scotland, 
France, Switzerland and Italy. 

As with us the underlying principle 
of treatment for both pulmonary and 
non-pulmonary forms of tuberculous 
infection was prolonged rest of the 
affected organ while the lesion 
active, this period followed by exer- 
cise when the disease was definitely 


was 


quiescent. 

Heliotherapy and aerotherapy were 
valuable adjuvants. Everywhere we 
found a great interest in collapse ther- 
apy (pneumothorax) and_ thoraco- 
plasty, as aids in treatment of pul- 
monary tuberculosis, accessory meth- 
treatment which are consid- 


ods of 





*Read before the Section of Medicine, 
Academy of Medicine, March 12th, 1920. 
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ered as the greatest contribution to 
the therapy of pulmonary disease 
made in recent years. 

The treatment of the so-called sur- 
gical forms of tuberculosis—bones and 
joints, lymphadenitis, cold abscesses, 
etc.—is not carried out to any extent 
at the present in general or surgical 
hospitals but rather in sanatoriums and 
special open air orthopedic hospitals. 
We saw many such institutions in 
and about Glasgow, Lanark County, 
Edinburgh, Liverpool, Cardiff, South 
Wales, Alton, Hayling Island, Oxford 
and Cambridge, as well as on the con- 
Light therapy both natural 
aerotherapy is 


tinent. 
and artificial with 
everywhere used in bone and joint 
cases, and striking results were pre- 
I need not give the 
They were ad- 


sented to us. 
details of treatment. 
mirably presented to the profession 
here by Sir Henry Gauvain two years 
ago. Artificial light therapy is exten- 
sively used in Britain, where sunshine 
is not available every day and the 
almost absent 


therapeutic are 


from sunshine for a relatively great 


rays 
portion of the year. Exposure of the 
hody to the air seems to have marked 
beneficial effect apart from the direct 
light therapy. Practically all of the 
British institutions have well equipped 
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artificial light equipment which is used 
in the bone and joint cases and ab- 
dominal tuberculosis. 

I would like to quote here the con- 
cise statement prepared for our party 
by Dr. R. J. Collins of River Glade, 
N. B.: 

“The use of artificial means of light 
treatment was universal, particularly 
in the extra pulmonary group. The 
majority preferred the simple carbon 
arcs of 30 and 75 amp. with uncom- 
plicated feed. The advantage over 
the mercury vapor lamp seemed to be 
in the fact that more patients could 
be treated at one time and that ex- 
perts doubted that the emanations 
from the mercury arc were as effective 
as from the naked carbon. ‘The cost 
of current supply is however greater 
per machine unit but probably the 
same per individual treatment. 

“The Finsen lamp was particularly 
adaptable for lupus but inasmuch as 
it is seemingly a rare disease with us, 
the ordinary institution is not advised 
to purchase this outfit. It is expen- 
sive and requires a highly efficient per- 
sonnel. 

“Other forms of arc lamps were 
passed over as_ without particular 
value. After our experience in Scot- 
land wherein simple aeration was con- 
sidered very effective, it throws some 
doubt on the highly advocated use of 
the artificial and natural sun _treat- 
ment. It has been suggested that fur- 


ther experimentation be undertaken 
throughout Canada to settle some con- 
troversial points. 

“Tt seems fitting to end up this dis- 
cussion by issuing a word of caution 
to the public in the over use and in- 
deed dangerous use of such powerful 
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agents as the sun and various arti- 
ficial light treatments. The present 
sun craze has this to recommend, how- 
ever, that people from all walks of life 
will lead a healthier outdoor life, but 
on the other hand we would point out 
that this treatment in tuberculosis must 
be under the supervision of trained 
personnel.” 

We learned that much harm has 
been done by injudicious application 
of light therapy. Living and sleeping 
in the open air was everywhere ac- 
cepted as routine in pulmonary tuber- 
culosis but light therapy was not con- 
sidered to be of particular benefit by 
most of the sanatorium physicians we 
met. 

Prevention of Tuberculosis. We 
were given opportunity in France to 
see the application in practice of two 
methods devised for the prevention of 
tuberculosis, one of approved merit, 
Placement Familial, the other with as 
yet value unproven Vaccination with 
living tubercle bacilli. For many years 
there has been an attempt in many 
parts of France to carry out Gran- 
cher’s work of prevention in removing 
from their homes at birth the children 
of tuberculous mothers. Recognizing 
the great morbidity and mortality in 
children born of tuberculous mothers 
if kept in contact, and in infants living 
in a home with an open case of tuber- 
culosis, Grancher many years ago de- 
vised and practiced his method of car- 
ing for such children in foster homes. 
L’Oeuvre du Placement Familial des 
Tout-Petits has developed the Gran- 
cher method by caring for such chil- 
dren in foster homes in the country 
grouped about a dispensary centre in 


a village. To this dispensary are at- 
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tached a physician and nurses who see 
the children at regular intervals, carry 
on the work of a well baby clinic, su- 
pervise the foster homes, and use the 
hospital beds in the dispensary in case 
of illness whether of infectious dietetic 
or other origin. These dispensaries 
are able to care for some 600 children 
from the city of Paris or the Depart- 
ment of the Seine. Children are re- 
ceived from birth to two years of age 
and are kept there till their fourth 
year. 

Some nine dispensaries are in oper- 
ation supervising from thirty to ninety 
children each. The report for 1928 
shows 505 children cared for with 8 
deaths from all causes, five deaths in 
the dispensary centres and three deaths 
in children in the first month after 
leaving the centre. This is a remark- 
able showing, and indicates what can 
be done by removing children from 
their infected environment and _ plac- 
ing them under hygienic conditions in 
properly supervised homes. 

Vaccination with living tubercle ba- 
cilli as a means of developing im- 
munity against tuberculosis has been 
extensively adopted in France and the 
French Colonies following the intro- 
duction of the B.C.G. vaccine of Cal- 
mette and Guerin. This vaccine is 
from a culture of living bacilli from 
a strain said to be non-virulent and 
non-tuberculigenic. It is prepared by 
the Pasteur Institute and is good for 
ten days after issue. It is adminis- 
tered orally to infants in the first ten 
days of life, though some clinicians 
have been using it subcutaneously in 
children up to 20 years who give no 
reaction to tuberculin and who are 
free from all clinical and radiological 


signs of tubercle infection. To in- 
fants it is given in three doses as soon 
as possible after birth, for example on 
the 3rd, 5th and 7th days or on the 
6th, 8th and roth. One or two doses 
is not considered sufficient. Revac- 
cination of exposed children is advised 
at the end of their first and third years. 

Up to the beginning of 1928, 52,772 
infants had been vaccinated at birth, 
in France. Of these 5,749 were born 
of tuberculous mothers or living in an 
infected home. General Jourdran, 
formerly Director of Public Health in 
Tonkin and in other French Colonies, 
told us in London that 50,000 vaccina- 
tions had been registered in French 
Indo-China. It has not been adopted 
in England. Prof. Greenwood has 
shown that the French statistics thus 
far presented are unsatisfactory, and 
the impression we received of the gen- 
eral opinion in England was that the 
prophylactic value of B.C.G. is not 
proven. In Italy Prof. Ascoli of 
Milan has recently reviewed the ex- 
perimental work done on vaccination 
against tuberculosis, including B.C.G. 
He regards the results as favorable. 
Yet an English reviewer of his work 
does not consider his tests on infants 
to be very convincing. The opinion in 
America as well as in England ap- 
pears to be that further work will have 
to be carried on in several directions 
before finality can be reached. There 
is a generally expressed hope that fur- 
ther and better tests may decide its ef- 
ficiency or otherwise. Petroff has re- 


cently expressed the opinion that the 
use of B.C.G. in prophylactic immun- 
ization may be a dangerous procedure 
but states he is open to a change of 
opinion if further experiments reveal 
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that his interpretation of past studies 
should prove erroneous. Some have 
expressed the fear that these non-viru- 
lent and non-pathogenic forms, if long 
present in the human body, may re- 
gain their virulence. Tubercle bacilli 
may survive in the body for many 
years. And we know that some forms 
of pathogenic bacteria which have been 
rendered non-virulent by repeated sub- 
culturing, may regain their pathogenic 
qualities by a passage through ani- 
mals, 

Sanocrysin. In 1924 Moellgaard an- 
nounced that sanocrysin when given 
sufficiently early in adequate amount, 
exercises a strikingly beneficial effect 
on tuberculous lesions in calves. Clin- 
ical workers soon applied it in human 
tuberculosis with some striking re- 
sults beneficial and otherwise. In 
large doses severe and even fatal re- 
sults were recorded. With some work- 
ers enthusiastic, others felt it was a 
dangerous drug the use of which could 
not be safely advised. Two years ago 
Prof. Lyle Cummins reported in this 
hall some experimental work which 
seemed encouraging. Seeking infor- 
mation as to its clinical use in Great 
Britain we found a number of men 
were studying its effect on clinical tu- 
berculosis in man. It would seem that 
we are approaching the point when 
tabulating results may give us useful 
information as to its application. 

Sanocrysin is an aurothiosulphate of 
sodium with formula Au (S.O,). Nag 
It is claimed for it that it has a se- 
lective affinity for tuberculous lesions, 
is extremely soluble in water, rapidly 
diffusible and is stable, being very 
slowly decomposed in the body with- 
out formation of toxic substances. 


It is a snow white salt crystallized 
in fine needles. Kept in sealed am- 
poules it appears to be stable for a 
year. A I in 100,000 dilution prevents 
growth of tubercle bacilli in vitro and 
in I in 1,000,000 growth is retarded. 
The dosage used varies with the indi- 
vidual, sex, age, weight and presence 
or absence of fever. Ten or twelve 
intravenous injections at intervals of 
3 or 4 days may constitute the first 
series. In 6 to 8 weeks a second series 
of intravenous injections follows at in- 
tervals of about four days. If neces- 
sary a new course may be given in 
four or five months. 

It is not advised in patients with 
extensive fibrosis but rather in pa- 
tients with a recent lesion, whether 
miminal or early or whether a recent 
extension in a case of old standing. 

A very good summary is that given 
by Heaf in Tubercle of December, 
1927, in which he concludes: 

1. That results are not sufficiently 
certain to warrant use before routine 
or collapse therapy has been tried. 

2. That the contraindications are 
such that only a small percentage of 
cases are suitable for treatment. 

3. If given, dosage should produce 
only slightest reaction or none. 

4. More knowledge as to its elimi- 
nation is needed before it can be con- 
sidered safe treatment. 

5. Some cases make remarkable 
progress and the majority improved, 
but the action of the drug was so ir- 
regular as to make it impossible to 
predict a good result. 

6. The most constant successes were 
in cases where the treatment was used 
to supplement collapse therapy. 

7. It may be used in children. 
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For its use a patient must have 
1. good physique, 2. healthy liver and 
kidneys, 3. no bronchitis, emphysema 
or extensive fibroid disease, 4. little 
toxemia, 5. a moderately early lesion 
or recent extension of an old one, 6. 
no tuberculous enteritis. 

He reports 50 cases, of whom: 

16 clinically arrested. 

12 improved and have not relapsed. 
5 improved but have relapsed. 

10 no improvement but not worse. 
2 made worse. 
died as result of treatment. 


a 


Further knowledge of its adminis- 
tration and contraindications have les- 
sened the mortality rate. 

Government Schemes. We found 
that the Governments of Great Britain, 
France and Italy have each developed 
a definite scheme to combat tubercu- 
losis, through government assistance 
to diagnostic and treatment dispensa- 
ries, sanatoriums for pulmonary cases 
and hospitals for non-pulmonary forms 
of tuberculosis. 

Great Britain in framing its plan for 
the administrative control of tubercu- 
losis adopted the Tuberculosis Scheme 
for the prevention and treatment of 
tuberculosis recommended by the De- 
partmental Committee on Tuberculosis 
in 1912-13. This includes essentially 
two factors, namely: 

(1) THe Dispensary UNIT, con- 
sisting of Tuberculosis Dispensaries 
with staff of officers and extensive and 
varied operations for the detection and 
prevention of tuberculosis. 

(2) Tue INSTITUTIONAL 
consisting of Sanatoriums, Hospitals, 
Training Colonies, Open-air Schools, 


UNIT, 


etc. 
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The control of tuberculosis consti- 
tutes an important department of Pub- 
lic Health Administration. It is now 
the duty of Councils of Counties and 
County Boroughs (in Scotland, Local 
Authorities, or combinations thereof), 
to formulate Tuberculosis Schemes for 
their several areas. The Schemes are 
submitted to the respective Ministry 
of Health or Board of Health (Scot- 
land). With the Ministry or board, 
as final Health Authority, rests the re- 
sponsibility of endorsement and formal 
approval. Such approval carries with 
it a contribution from the State of 50 
per cent towards capital outlay and 
annual maintenance. 

It may be recalled that Notification 
of cases of tuberculosis is, by statute, 
compulsory throughout Great Britain. 
Notification of pulmonary tuberculosis 
was made compulsory in 1912, and, 
after two years trial of the system, 
compulsory notification was, in I914, 
extended to all forms of tuberculosis. 

A complete Tuberculosis Scheme in- 
cludes the operations of a Care Com- 
mittee. 

The work in each dispensary unit is 
controlled by the medical officer of 
health who may in small counties or 
boroughs be the tuberculosis officer as 
well, or who may have in larger coun- 
ties or boroughs one or many tuber- 
culosis officers and assistants under 
his direction. They are principally 
whole time officers who may do only 
tuberculosis work or perform com- 
bined duties as (a) Tuberculosis Offi- 
cer, and (b) School Medical Officer 
(or Maternity and Child Welfare Of- 
ficer) and perhaps (c) Medical Officer 
of Health of an Urban or Rural Dis- 
trict Council in the area. These offi- 
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cers attend the dispensaries in the area 
and act as consultants to the general 
practitioner in carrying out home 
treatment particularly in the case of 
the insured person. The Ministry of 
Health have advised that patients 
whose treatment does not call for ex- 
perience or skill beyond that which 
general practitioners ordinarily pos- 
sess, and who are either insured per- 
sons or who can afford to pay for 
medical attention should not be en- 
couraged to attend the dispensary for 
routine treatment. In the case of in- 
sured persons periodical reports are 
to be furnished to the Tuberculosis 
Officer by the general practitioner. It 
is expected however that every tuber- 
culous person coming within the ambit 
of the dispensary should be entered 
in the register and kept under con- 
tinued supervision (being seen by the 
Tuberculosis Officer at least once a 
year) until the patient (a) is consid- 
ered cured, (b) had died, (c) left the 
district, (d) refused to continue under 
public medical treatment, or (e) was 
lost sight of. 

Nurses and Health Visitors are an 
important part of the Dispensary Staff, 
(a) to assist at the Dispensary, (b) to 
visit the homes of notified cases re- 
porting on social and environmental 
conditions, to bring up contacts for 
examination and to follow up old pa- 
tients, (c) to help in after care and 
(d) at times do actual nursing in the 
homes. 

The six functions of the Dispensary 
as set out by the Departmental Com- 
mittee were: 

1. Receiving house and centre of 


diagnosis. 


2. Clearing house and centre for ob- 
servation. 

3. Centre for curative treatment. 

4. Centre for examination of con- 
tacts. 

5. Centre for “after care”. 

6. Information Bureau and Educa- 
tional Centre. 

The services available under the tu- 
berculosis scheme are technically avail- 
able for the whole community. Natu- 
rally, however, they are utilized main- 
ly by the less well-to-do. 

Under the government scheme many 
local authorities have prepared plans 
and built their own sanatoriums and 
hospitals, others continue to use beds 
provided in voluntary institutions. 
Many counties and boroughs use both 
types of institution. 

The principles of sanatorium treat- 
ment we found practically the same as 
in Canada. It is realized that in the 
past there has been a tendency to un- 
derestimate the importance of rest and 
to start patients on graduated work at 
too early a stage. Dr. Coutts tells us 
that the need for regulated occupation 
of mind and body as an essential part 
of sanatorium treatment is increasing- 
ly recognized, and that the tendency 
amongst thoughtful workers is to lay 
even more emphasis on the psychologi- 
cal than on the physical aspect and ad- 
vantages of occupation. Occupational 
training has been made successful as 
a part of a fully organized scheme at 
Papworth which is an example of a 
sanatorium for patients in all stages, 
with an industrial colony and village 
settlement attached, which has enabled 
tuberculous men to make good and re- 
establish themselves as wage earners 
living with their families. 








Disease of the Coronary Arteries Associated With 
Thrombo-Angiitis Obliterans of 


the Extremities* 


By Epcar V. ALLEN, M.D., 
Fellow in Medicine, The Mayo Foundation, 
and 
FrepericK A. Wittivus, M.D. 
Division of Medicine, The Mayo Clinic, 
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T is probable that the process char- 
acteristic of thrombo-angiitis ob- 
literans involves vessels in areas 
other than the extremities more com- 
monly than is believed. Such involve- 
ment may only be recognized by care- 
ful clinical and pathologic investiga- 
tion. We have not had an opportunity 
to examine cases of thrombo-angiitis 
obliterans after death. Necropsy was 
performed in seven cases recorded in 


the literature. Evidence of disease of 


the coronary arteries was found in 
four. A summary of these four cases 
follows: 


Case reported by Buerger.—A man 
aged twenty-four years with thrombo- 
angiitis obliterans died suddenly fol- 
lowing a Gritti-Stokes amputation of 
the right thigh. He had been engaged 
in conversation with a nurse shortly 
before death. The clinical diagnosis 
of thrombo-angiitis obliterans of the 
extremities was confirmed microscop- 


ically. The left coronary artery was 
*Submitted for publication March 22, 
1929. 
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normal 1.5 cm. from its origin, where 
the main branch running down to sup- 
ply the left ventricle was found to be 
more or less filled by a fibrous yellow- 
ish-white substance which was adher- 
ent to the wall and divided the lumen 
of the vessel into two small parts. 
This fibrous process in the lumen of 
the vessel could be traced down only 
about 3 cm. The right coronary ar- 
tery and veins did not appear to be 
changed. At the point of origin of 
the right coronary artery there was an 
atherosclerotic plaque on the right pos- 
terior sinus of Valsalva which en- 
croached on the lumen of the orifice 
of the artery to such an extent as to 
obstruct it; 
only the size of a pin-point. 


were numerous pin-head and slightly 


fact, the orifice was 
‘ys 
There 


in 


larger atherosclerotic patches scattered 


diffusely beneath the intima. At 
necropsy a diagnosis was made of 
thrombo-angiitis obliterans, athero- 


sclerosis of the coronary arteries, and 
The 


coronary 


interstitial myocarditis. micro- 


scopic examination of the 
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arteries presented the typical picture 
of atherosclerosis, 


Case reported by Buerger—A man 
aged twenty-one years with thrombo- 
angiitis obliterans of the extremities 
died following operation for mesen- 
teric thrombosis. Necropsy revealed 
marked atheroma of the coronary ves- 
sels; the entire intima presented nu- 
merous raised patches. Here and 
there, however, were small button-like 
elevations due to nodules in the media 
of the vessels over which the intima 
appeared perfectly normal. A diag- 
nosis was made of thrombo-angiitis 
obliterans, extensive atherosclerosis, 
mild thrombosis in the aorta, celiac 
axis, and superior mesenteric arteries. 


Case reported by Perla——A man 
aged forty-four years with thrombo- 
angiitis obliterans had been subjected 
to multiple amputations because of 
gangrene. Following amputation of 
the left hand, the patient vomited 
twice, became cyanotic and died within 
a few minutes. 

Necropsy revealed thrombo-angiitis 
obliterans of the arteries of all ex- 
tremities including the external iliac 
artery and also the left coronary. Be- 
ginning 1.5 cm. from the orifice in the 
aorta, an organized, canalized throm- 
bus almost completely occluded the 
lumen of the main left coronary ar- 
tery. The process resembled that in 
the vessels of the extremities. The 
right coronary artery was normal. 


Case reported by Lemann.—A man 
aged fifty-five years had had obliter- 
ative vascular disease of the lower ex- 
Amputation 
He 


tremities for four years. 
of both legs had been necessary. 
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died suddenly about seven hours after 
the onset of pain in the region of the 
heart and in the abdomen, vomiting, 
coughing, dyspnea, rapid and weak 
pulse, coldness of the upper extremi- 
ties, low blood pressure and great pain. 
Examination of the coronary arteries 
showed them to be markedly sclerotic. 
There was partial occlusion of the ori- 
fice of the left coronary artery by cal- 
careous deposits and complete occlu- 
sion of the branches of the right cor- 
onary artery by a similar process of 
calcification. A diagnosis was made 
of coronary occlusion, chronic fibrosis 
and calcification, chronic myocarditis 
and atheromatous degeneration of ves- 
sels. 

In all of these cases death was ap- 
parently due to involvement of the 
coronary arteries. The genesis of the 
disease of the arteries was, however, 
different. In the cases described by 
Buerger and Lemann the disease was 
apparently of arteriosclerotic origin 
whereas in the one described by Perla 
the coronary arteries were involved in 
the process considered typical of 
thrombi-angiitis obliterans. In  Le- 
mann’s case, the sclerosis of the cor- 
onary arteries may have been only a 
manifestation of advanced age. This 
explanation does not apply to Buer- 
ger’s cases as the patients were aged 
twenty-four and twenty-one years, re- 
spectively. In these cases three ex- 
planations present themselves: (1) 
thrombo-angiitis obliterans of the ex- 
tremities causes predisposition to scle- 
rotic changes in the coronary arteries ; 
(2) the disease of the coronary ar- 
teries was typical of thrombo-angiitis 
obliterans, or (3) sclerosis of the cor- 
onary arteries and thrombo-angiitis of 
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the peripheral arteries occurred in the 
same patients because they were inher- 
ently susceptible to arterial disease. 
The relationship of disease of the cor- 
onary and peripheral arteries, how- 
ever, is an unsolved problem. 

The high incidence of disease of 
the coronary arteries in cases of 
thrombo-angiitis obliterans examined 
after death led to our clinical study. 
The syndromes of thrombo-angiitis 
obliterans and disease of the coronary 
arteries are incisive enough so that 
little doubt exists of the association of 
the two conditions in the cases pre- 
sented. 

In an unselected series of 225 cases 
of thrombo-angiitis obliterans  ob- 
served at The Mayo Clinic, there were 
seven in which clinical evidence of dis- 
ease of the coronary arteries was pres- 
ent, an incidence of 3 per cent. Two 
of the cases have been presented pre- 
viously by Brown and Allen. The 
age of two patients was forty years, 
and of the other five forty-three, 
forty-four, forty-five, forty-seven and 
forty-eight years, respectively. This 
percentage incidence of the association 
of thrombo-angiitis obliterans of the 
extremities and disease of the cor- 
onary arteries in persons of middle 
age seems to us of sufficient interest 
to summarize: 


Case 1—A Scotch lawyer with thrombo- 
angiitis obliterans had been under observa- 
tion since 1924 at which time he was thirty- 
seven years of age. A letter from his local 
physician stated that in January, 1926, he 
was called to see the patient who was found 
to be in collapse, semiconscious, bathed in 
cold perspiration and pulseless. The heart 
rate was 44 beats each minute. Recovery 
from this attack was incomplete 
hours from its onset a 


and in 
second 


about two 
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attack occurred. 
twenty-four hours 
during this time. 

ing he had had slight attacks of retrosternal 
the second costal cartilage, 
The 


pain lasted only a few seconds but was as- 


he pain was severe for 


and he vomited twice 


During the week preced- 


pain opposite 
radiating directly through to the back. 
sociated with dizziness and a sensation of 
choking. After the two severe attacks de- 
scribed there were mild attacks lasting only 
a few seconds. 

was examined at The Mayo 
The revealed 
The blood 
was 119 and the diastolic pressure 
The 


ventricular 


The patient 
Clinic in April, 
indistinct tones. 


1920. heart 


only systolic 
pressure 
68; the pulse rate 
electrocardiogram 
preponderance and 
lead III. In December, 1927, 
tient 
but with less pain. 


was 80 each minute. 
showed right 
T-wave negativity in 
while the pa- 
attack 
five 


was at home he had a severe 


He died in about 


hours. Necropsy was not permitted. 
Case 2—A Hebrew aged forty-seven 
years was examined at The Mayo Clinic 


in July, 1928. The history and clinical data 
were typically those of thrombo-angiitis ob- 
literans of the extremities. On three suc- 
cessive nights in January, 1926, he had been 
awakened with a choking sensation and se- 
vere pain across the lower anterior part of 
the chest; during the last attack the pain 
radiated down both arms. The attacks last- 
ed three to four hours during which he 
vomited occasionally. Since this time defi- 
nite, mild dyspnea had followed exertion. 
Pain occurred over the proximal heads of 
the clavicles and radiated down both arms 
with undue exertion. This was relieved by 
rest. 

Examination of the heart, and electro- 
cardiograms did not reveal anything of 
significance. The systolic blood pressure 
was 142 and the diastolic go. 


Case 3.—A_ locomotive engineer aged 
forty-five years was examined at The Mayo 
Clinic in November, 1924. The history and 
clinical data were typical of thrombo-an- 
giitis obliterans of the extremities. For 
four years he had had distress in the region 
of the heart, consisting of a dull aching pain 
present either at rest or during exercise and 
aggravated by movements of the wall of 
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the chest. Moderate exertion caused slight 
dyspnea. Cardiac dulness was noted 10 cm. 
to the left of the midsternal line; the area 
of dulness of the arch of the aorta was 6 
cm. wide. The point of maximal intensity 
of the apex beat was in the sixth intercostal 
space, the sounds were of good quality, and 
murmurs were not present. The systolic 
blood pressure was 110 and the diastolic 85. 
The electrocardiogram, made November 27, 
1924, did not show abnormalities. December 
26, electrocardiograms revealed T-wave neg- 
ativity in lead I. The diagnosis at this time 
was angina pectoris with coronary sclerosis. 


Case 4.—A German-Irish salesman aged 
forty-four years came to The Mayo Clinic 
because of a choking sensation, and pain in 
the left side of the neck. 

Examination disclosed thrombo-angiitis 
obliterans of the extremities, a strongly pos- 
itive Wassermann reaction in the blood, 
and neurologic evidence of syphilis of the 
central nervous system. Symptoms refer- 
able to the heart, of two years’ duration, 
consisted of dyspnea, choking and pain in 
the left side of the neck on exertion, and 
severe palpitation of the heart. The cardiac 
dulness extended 13 cm. to the left and 3 
cm. to the right of the midsternal line. The 
heart sounds were distant. The systolic 
blood pressure was 120 and the diastolic 90. 
Fluoroscopic examination of the chest was 
negative for aneurysm. Electrocardiograms 
revealed diphasic T-waves in leads II and 
III and iso-electric T-waves in lead I. The 
clinical diagnosis referable to the heart was 
angina pectoris with coronary sclerosis. 


Case 5.—A Jewish grocer aged forty- 
three years was examined at The Mayo 
Clinic in January, 1929. The history and 
clinical data were typical of thrombo-an- 
giitis obliterans of the extremities. Data 
referable to the heart were as follows: Two 
years before admission the patient had ex- 
perienced a sensation of pressure in the epi- 
gastrium and beneath the sternum. This 
distress was usually brought on by exercise 
after meals and was relieved by a short 
period of rest varying from five to fifteen 
minutes. Occasionally he became fright- 
ened during the attacks and perspired freely. 
With the most severe attacks, pain radiated 


into both arms. The attacks gradually be- 
came more frequent so that three months 
before examination at the clinic they oc- 
curred three or four times a day. 

The heart was found to be slightly en- 
larged and there was a soft systolic mur- 
mur at the apex. The systolic blood pressure 
was 130 and the diastolic 75. The electro- 
cardiograms showed T-wave negativity in 
leads II and III and iso-electric T-waves 
in lead I. In leads II and III the T-waves 
had the peculiar high take-off of the so- 
called coronary T-waves. The clinical diag- 
nosis referable to the heart was angina pec- 
toris with coronary sclerosis. 


Case 6—A man aged forty-eight years 
was examined at The Mayo Clinic in May, 
1928. The history and clinical data were 
considered typical of thrombo-angiitis oblit- 
erans of the extremities. The illness refer- 
able to the heart had begun one year before 
admission with an attack of so-called acute 
indigestion lasting fifteen minutes. The pain 
was in the epigastrium, was very severe 
and associated with fear of impending death. 
A number of similar attacks, much less 
severe and supposedly due to dietary indis- 
cretion, followed. ‘Two weeks before ad- 
mission there was sudden pain in the retro- 
sternal region with marked dyspnea and 
fear of impending death. The attack had 
lasted one hour, but less severe attacks had 
occurred in which the pain radiated down 
both arms and into the back. The dyspnea 
was marked on the least exertion. The pa- 
tient had to be propped up in bed. 

Examination showed the heart to be mod- 
erately enlarged; there was a double second 
sound and gallop rhythm. The patient was 
dyspneic and breathing was of the Cheyne- 
Stokes type. Roentgenograms of the chest 
showed considerable infiltration of both 
lower hilums; the cardiac shadow was 17 
cm. wide. Diphasic T-waves in lead I 
were present on two electrocardiographic 
examinations. The systolic blood pressure 
was 158, the diastolic 100. The clinical diag- 
nosis referable to the heart was angina pec- 
toris with coronary sclerosis. The severe 
attacks of prolonged pain were suggestive 
of previous coronary thrombosis. 
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Case 7—A Roumanian office clerk aged 
forty years was examined at The Mayo 
Clinic in January, 1922. One year previous- 
ly he had suddenly experienced a sensation 
of soreness and choking under the sternum 
followed by prolonged and productive cough- 
For seven months after the first attack 
less severe attacks occurred irregularly. 
Five months before examination at the 
clinic he had a very severe attack of pain, 
with severe orthopnea and sweating. He 
and since then 


ing. 


was in bed three weeks 
dyspnea had occurred, especially after exer- 
cise and large meals. 

Examination of the heart showed an oc- 
casional premature contraction and dupli- 
cation of the pulmonic second sound. Roent- 
genograms of the heart showed it to be 18 
cm. in its transverse diameter. The systolic 
blood pressure was 118 and the diastolic 74. 
Diphasic T-waves in leads I and II and in- 
verted T-waves in lead III were shown in 
the electrocardiograms. The clinical diag- 
nosis referable to the heart was paroxysmal 
dyspnea with coronary sclerosis. 

The patient went home but returned in 
1926. The symptoms complained of pre- 
viously, dyspnea and cough, were still pres- 
ent. Edema of the lower extremities had 
been present for a year except when re- 
lieved by diuretics and digitalis. He was 
orthopneic. The cardiac dulness, as deter- 
mined by percussion, extended 17 cm. to the 
left and 5 cm. to the right of the mid- 


sternal line. The sounds were distant and 


the second sound was reduplicated. The 
edge of the liver was felt 10 cm. below 
the right costal margin. Moderate edema 


of the legs was present. The systolic blood 


pressure was 100 and the diastolic 80. Roent- 
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genograms of the chest showed the heart 
to be greatly enlarged. Electrocardiograms 
did not reveal anything of significance. The 
clinical diagnosis referable to the heart was 
myocardial indeterminate 
origin, with congestive failure. Besides the 
symptoms and the cardiac condition, the his- 
tory was considered typical of thrombo-an- 


degeneration of 


giitis obliterans. 


CoMMENT 


The incidence of disease of the cor- 
onary arteries in thrombo-angiitis ob- 
literans as it occurs in our experience 
is probably not materially greater than 
the association with other diseases in 
the same age period. The occurrence, 
however, of obliterative disease of the 
vascular system in different situations 
of the body should be noted, and it 
seems desirable to bring emphasis to 
the problem so that further studies 
from this standpoint can be under- 
taken with reference to the correlation 
of clinical and necropsy data. It is 
possible, from the material form- 
the basis of this study, to draw 
between 


not 
ing 
any definite relationship 
thrombo-angiitis obliterans of the ex- 
tremities and disease of the coronary 
arteries. Further investigation in a 
larger series of cases may aid material- 
ly in establishing more than a casual 


relationship. 
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Chronic Mucous Colitis* 
By Miiton A. Bripces, B.S., M.D., F.A.C.P., New York 


EK fully realize when it 

comes to discussing a sub- 

ject with the above title, that 
we are stepping into a severely con- 
troversial field, a field, the very defi- 
nition and classification of which is 
open to desperate competitive argu- 
ment and general lack of decision. No 
one condition in medicine is more con- 
fusing than the conflicting descriptions 
of diseases of the colon. 

During the past decade, great scien- 
tific interest has been exhibited in the 
study of the gastro-intestinal tract, 
with great stress laid upon that por- 
tion proximal to the colon. In spite 
of this thoroughness of investigation 
of the upper tract, the colon has been 
allowed to suffer and we are still as 
much confused in reference to this or- 
gan, as our fathers. The very term 
“Colitis” is subject to many interpre- 
tations and it may be with undue op- 
timism that we venture to discuss, 
even in a small way, this relatively 
specific complex. However, to date, 
in spite of the severe criticism of the 
term, we have encountered no substi- 
tute which would better portray to us 
the condition as it exists. 


ETIoLoGy 


A search of the literature in refer- 


*Read before the Spanish-American Med- 
ical Society, January 29, 1929, at the New 
York Academy of Medicine. 


ence to an accepted etiology for this 
condition, yields but very vague in- 
formation, and the general impression 
is that no determined cause has been 
established with any great support. 
According to many authorities, Noth- 
nagel, specifically, the underlying eti- 
ology has been insisted upon as being 
a nervous one. ‘This, in the light of 
present day medicine, as a causative 
factor for a definite organic condition, 
such as we are dealing with, seems 
questionable in accordance with rea- 
son. 

From some sources we receive, as a 
suggestion, a condition of pre-existing 
constipation, which is considered suf- 
ficient. Others attribute it to the use 
of drugs, particularly laxatives or pur- 
gatives, over a long duration of time. 
Hence, the practitioner is left very 
much at sea in reference to any clear 
line of etiological thought. 

A bacteriological etiology has been 
conscientiously sought by many inves- 
tigators without definitely proven re- 
sults. Several reputable workers feel 
that the cause is to be found in the 
field of bacteriology and have gone so 
for as to suggest specific strains of 
bacteria as being at fault, with the 
result that vaccines, either autogenous 
or stock, have been strenuously advo- 
cated. However, the general consen- 
sus of opinion in reference to their 
efficacy has proven disappointing. 
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STATISTICAL Data 
The careful perusal of two hundred 
determined Mucous Colitis cases ex- 
amined during the past several years 
in an urban practice (this specification 
of urban in contra-distinction to coun- 
try practice, is advisedly mentioned) 
revealed the following interesting sta- 
tistical data: 
The average age 
forty-one. 
The proportion of male to female 
was approximately one to four. 
The proportion of married to single 
women was two to one. 
Pre-existing pregnancy was seventy- 
five per cent. 
Three cases were overweight, to two 
underweight. 
Blood pressure readings 
seventy per cent as being sub-nor- 


incidence was 


revealed 


mal. 
The co-incidental pathological inci- 
dence of chronic cholecystitis 


was thirty-seven per cent, and 
that of concomitant urinary infec- 
tion, ten per cent. Routinely 
there was instituted a tetraiodo- 
phenolphthalein-dye gall bladder 
X-ray to determine associated 
gall bladder pathology. 

Historical evidence of previous ap- 
pendectomy was twenty-three per 
cent. 

Although no figures are available, 
there seems to be a rather co-in- 
cidental association between colitis 
and visceroptosis. 

Eighty-five per cent of the cases 
presented an acute abdominal an- 
gle, that is to say, the presence of 
less than a right angle formed by 
the junction of the ziphoid car- 
tilage and the costal margins. 


SYMPTOMATOLOGY 

In all but a few cases, the series 
presented a history of disturbance of 
intestinal evacuation. Rather charac- 
teristically, these cases presented addi- 
tional historical data, in many in- 
stances, to the effect that for no de- 
monstrable reason they would experi- 
ence relatively short periods of re- 
turn to normal, or slightly loose bowel 
evacuation, interspersed in the course 
of their constipation. Cathartics of all 
types and descriptions, in conjunction 
with enemata and colonic irrigations 
had been resorted to for many years; 
as a rule, aside from medical advice. 

It is to be observed, in acquiring 
historical data, that in the course of 
this self-medication experimentation, 
almost all patients had learned to 
eschew the saline cathartics, with the 
exception possibly, of those individ- 
uals in whom there was present a con- 
comitant gall bladder pathology. In 
these latter instances the salines were 
preferred more for the relief of the 
gastric symptoms, than for the asso- 
ciated constipation, 

It is interesting to note that a great 
number of patients constantly present 
the story that they have taken this or 
that laxative, specifying bran, mineral 
oil, fruit laxatives, apricots, prunes, 
raw fruits, cabbage, and such rough- 
age vegetables, at the suggestion of 
friends and infrequently at the advice 
of physicians, in an effort to overcome 
the existing constipation, with the re- 
sult that they themselves have observed 
a general increase in their presenting 
symptoms. 

It was surprising to observe how 
generally unaware the average indi- 
vidual proved to be in reference to 
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their daily evacuations, particularly 
such common characteristics as con- 
sistency, color, bore, and other asso- 
ciated findings. 

Additionally, in a small per cent of 
cases, normal evacuations once or 
twice daily were reported, and in spite 
of this history, mucous colitis was 
diagnosed after microscopic and ma- 
croscopic fecal examination together 
with physical examination. Hence, 
bowel regularity does not necessarily 
negative the presence of this suspected 
colonic pathology. 

Abdominal pain, with few excep- 
tions, was the constant complaint, sim- 
ulating historically, the presence of 
various organic conditions such as, in 
the order of their frequency: Chronic 
Appendicitis, Chronic Cholecystitis, 
Cholelithiasis, Gastric or Duodenal 
Ulcer, and even female pelvic disor- 
ders. 

It was noted that twenty-three per 
cent of the cases had been subjected 
to appendectomy, naturally, we pre- 
sume, for acute or chronic appendi- 
citis, with no demonstrable relief and 
in many instances, with the sequel of 
an aggravation of the previous symp- 
toms, post-operatively. At this junc- 
ture, it might be interesting to know 
that in all cases of appendectomy the 
patient experienced a marked relief of 
local and systemic complaints for a 
greater or less period following the 
operation, which succeeded in buoying 
the general associated mental depres- 
sion. However, this marked improve- 
ment was short lived, varying in length 
of time to a great extent with the 
length of hospitalization and mode of 
living, together with the regime that 
was maintained post-operatively. 


The prevailing symptoms addition- 
ally, are chronic fatigue, particularly 
of the afternoon type, general listless- 
ness, a rather constant daily backache, 
experienced in and around either or 
both renal regions. The presence of 
an associated “indigestion” exhibiting 
itself more particularly in gas, belch- 
ing, and fullness, and often associated 
with the characteristic symptoms of 
gastric hyperacidity. Additionally, ir- 
regularity of fecal bore and consist- 
ency was commonly noted. 

Universally, in those cases which 
had observed their bowel movement, 
mucus was noted, varying markedly in 
quantity. In several instances large 
quantities of yellow mucous casts have 
been presented by patients laboring 
under the impression that they were 
suffering from “worms” or some seri- 
ous bowel trouble. 

Temperature readings were general- 
ly slightly below normal, contrary to 
statements made by other observers. 
This sub-normal tendency may be at- 
tributed to the systemic condition of 
the presenting cases. 

In all but a few cases, a distinct 
neurosis could readily be obtained 
upon historical questioning. As a rule, 
the mental tenor was of the depressive, 
rather than the exhilaratory type. 


PuysicaL EXAMINATION 

As can be readily deducted, there 
are few definite consistent characteris- 
tics as far as the general system is 
concerned. As a rule, we encounter a 
greater or less degree of anemia, a 
definite lowering of the blood pressure, 
and an emotional instability is readily 
determined. From the pulmonary and 
cardiac standpoints, we have been un- 
able to glean sufficient signs or symp- 
toms worthy of note. 
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Examination of the abdomen re- 
veals, naturally varying to a great de- 
gree, the following abnormalities : 


Tenderness over the entire colon, 
with maximum degree over the 
cecum and ascending colon, a 
lesser degree over the course of 
the transverse, and the least de- 
gree over the descending colon. 
In the mildest cases the tender- 
ness is inclined to be absent in 
the descending colon, and in other 
cases in both the descending and 
transverse colon. 

It is rarely noted that tenderness 
throughout the entire colon was 
absent. 

Palpation of the cecum and ascend- 
ing colon almost universally re- 
veals a broadening of the cecum 
with very evident retention of a 
solid, fluid, and gas mixture. As 
the examining hand ascends, it 
encounters a rope like, lengthy 
mass in the course of the ascend- 
ing colon, which generally elicits 
pain upon palpation. 

Herein lies the clue to the avoidance 
of unnecessary appendectomies. 
If the examiner, suspecting the 
presence of chronic or acute ap- 
pendicitis, will but palpate the ad- 
joining cecum, ascending, and 
transverse colon, an otherwise 
fallacious diagnosis might be 
avoided. We are inclined to be- 
lieve that the one common com- 
plaint in colitis cases, if no other 
can be commonly attributed to this 
disease, is that of right iliac pain, 
caused by cecal distention, or 
what is termed by some, “iliac 
stasis”. 

Digital rectal examination as a rule 


reveals no additional data. Recto- 
scopic, proctoscopic, and even sig- 
moidoscopic examination in well 
qualified hands, fails to help us to 
any great degree in confirming 
our suspected diagnosis. 

X-ray examination in conjunction 
with the clinician, by deduction, 
returns to us a confirmatory diag- 
nosis. But specifically speaking, 
little help is to be obtained from 
this procedure, except in so far as 
the complete examination by X- 
ray of the gastro-intestinal tract, 
plus a barium colon enema may 
serve to exclude the presence of 
historically suspicious concomitant 
disease. As a rule, colonic X- 

ray examination reveals a general 

spasticity of the entire colon, or 
segmented portions of the colon, 

together with the incidence of a 

large percentage of _ ileo-cecal 
valve incompetence. 

Blood count, together with bio- 
chemical determinations, fails to 
afford us any specific aid. 

Basal metabolic determinations re- 
veal only thyroidal disturbances, 
the incident of which in this series 
was only two cases, which fact 
differs from findings of other ob- 
servers. 

Stool analysis in addition to pre- 
senting the constant presence of 
mucous, in greater or less quan- 
tity, reveals the disturbance of in- 
testinal flora, with the general 
marked diminution of the gram 
negative aciduric bacteria. The 
other stool characteristics vary 
directly in proportion to the ex- 
isting regime. Blood, occult or 
microscopic, was noted in but 
three of the series afore-noted. 
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After a number of years of clinical 
experience, we have come to the con- 
clusion that we encounter in investi- 
gating mucous colitis, many cases in 
which there is present, or will later be 
present, a pathological quartet of diag- 
noses. 

To explain more fully, the forego- 
ing statement means that in many 
cases we are inclined to find two or 
more of the following four conditions 
to be present, namely: Chronic Mu- 
cous Colitis, Chronic Appendicitis, 
Chronic Cholecystitis, and Chronic 
Cystitis or Pyelocystitis. 

In analyzing these four, it is reason- 
able to suppose that when one con- 
siders the embryological derivation as 
well as the morphological association 
of the appendix, that a chronic condi- 
tion of the colon must of necessity, if 
the latter be continued over a long 
period of time, involve an adjacent un- 
protected hollow organ such as the ap- 
pendix. In this relationship, it has 
been customary during the past sev- 
eral years, upon diagnosing mucous 
colitis, to add a diagnosis of chronic 
appendicitis. It is realized in making 
this statement, that many pathologists 
will take issue, particularly those who 
respect and restrict the diagnosis of 
chronic appendicitis to an entity not 
universally accepted. 

Reasoning backward from the work 
of the cystoscopist, taken into con- 
junction with the coincidence of co- 
litis and infections of the urinary tract, 
and recognizing the great prevalence 
of the bacteriological factor, namely: 
bacillus coli, it is again reasonable to 
suppose that the diseased colon is fre- 
quently the fore runner of the diseased 
urinary tract. 


The relationship of chronic cholecys- 
titis to the colon cannot so safely be 
determined, but observation teaches us 
that in the presence of chronic chole- 
cystitis, the incidence of mucous co- 
litis is extremely high, whereas the re- 
verse is not found to be the case. 


TREATMENT 


Considerable length has been gone 
to in investigating the literature, au- 
thoritative or otherwise, to determine 
any general consensus of opinion in 
reference to treatment. In brief, ma- 
terial is exceedingly lacking and spe- 
cifically vague. 

The problem presented resolves it- 
self into the care of the intestinal 
stasis, intestinal toxicity, gastro-intes- 
tinal discomfort, and an ever present 
neurosis or nervous instability. 

At this juncture, it is well to call 
our attention to the fact that, without 
question, we are dealing with a neuro- 
gastro-intestinal cyle. By this is 
meant an individual in whom there is, 
in many instances, a basic neurosis, to 
which has been added a definite in- 
testinal pathology, to which again has 
been added an associated neurosis of 
intestinal origin. In other words, we 
have a patient who is nervous and who 
is abdominally ill. The abdominal con- 
dition is capable of producing a neu- 
rosis of its own, and the pre-exist- 
ing neurosis is capable of aggravating 
the presenting gastro-enteric condition. 
When we consider that we have to deal 
with the diseased colon which often 
produces reflex gastric symptoms, and 


‘additionally neurotic symptoms, we 


cannot help but feel that its manage- 
ment presents a serious therapeutic 
problem. 














Chronic Mucous Colitis 


In the majority of cases, the prob- 
lem set before us by the individual, is 
the alleviation of intestinal stasis. The 
different steps in its management have 
been subjected to great discussion, par- 
ticularly in reference to dietary ré- 
gime. The principle underlying the 
treatment of mucous colitis is to spare 
the bowel further irritation and to ap- 
ply, through the mouth or from below, 
soothing remedies. In general it has 
been found most satisfactory through 
the major proportion of the manage- 
ment of a case, to institute, as far as 
possible, a diet free from roughage 
and raw fruit. In the very acute 
stages, such as are frequently encoun- 
tered, in which severe colonic colic is 
exhibited, a fruit juice and milk diet 
seems most satisfactory. Our experi- 
ence has been that a diet is best toler- 
ated when readily assimilated foods, 
such as milk, milk mixture foods, com- 
pletely and correctly pureed vegeta- 
bles, avoiding those with too high a 
fruit 


together with 


The total caloric 


starch content, 
juices, is outlined. 
value to be prescribed is determined 
by the general condition of the case. 
The fat content should generally be 
high, depending on the tolerance of 
the patient. It is to be borne in mind 
that in those cases which present a re- 
flex gastric hyperacidity, or a reflex 


duodenal irritation syndrome, care 
must be exercised in the selection of 
of food with 


foregoing. 


the individual articles 
specific attention to 
Cognizance should be taken of pos- 


sible phobias as frequently exhibited 


the 


by these patients in reference to spe- 
In many instances the 


cific foods. 
patient will complain of an intolerance 
to all foods, essentially because of the 
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fact that he may have exhibited such 
to but a single item. 

Naturally, the 
should be considered but a stepping 
stone toward a more normally bal- 


foregoing dietary 


anced one later in the progress of the 
treatment. 

The administration of olive oil after 
meals, when tolerated, is generally of 
value. Additionally, in 
mineral oil, plain or medicated, orally 


many cases 
administered, is found to be beneficial. 

Almost universally, an attempt is 
made to change the intestinal flora by 
administration of a well prepared and 
reliable acidophilus milk, in many cases 
with the addition of lactose. 

Routinely, oil retention enemata, of 
never over five ounces, of equal parts 
castor oil and olive oil, or mineral oil, 
or some vegetable oil, are administered 
nightly. Efforts should be made to 
retain the enema over night. When 
properly administered, most satisfac- 
tory results are obtained in provoking 
a voluntary bowel movement, associ- 
ated with a marked expulsion of flatus 
the following morning. Co-incidental- 
ly, it appears that the enemata tend to 
relax some of the colonic spasm. 

At first the quantity of oil is defi- 
nitely limited in view of the fact that 
it is anticipated that the rectum will 
be used in this way over an indefinite 
period of time, and the administration 
of too large a quantity has proven to 
obstacle to the retention of 
As time passes the quantity is 


be an 
same. 
increased nightly to six to eight ounces 
or more. 

The infrequent 
castor oil in large dosage is indicated 
particularly in those cases in which 
there persists a tendency toward re- 


administration of 


tention of mucous. 
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Personally, we have obtained very 
satisfactory results through the use of 
medicated colonic irrigations in the 
majority of cases. Contrary to pre- 
vailing opinion, we have found that 
when proper technic is instituted, a 
condition that we too seldom encoun- 
ter, irrigations fulfill their therapeutic 
purposes. At the same time, the abuse 
of this helpful agency can readily pro- 
duce harm in the place of benefit. 

The value of establishing a daily 
morning or evening bowel evacuation 
habit, cannot be too greatly stressed in 
all cases. 

In the use of medications, we fear, 
in many cases our armamentarium will 
he subjected to severe strain. In all 
cases we use belladonna in some form, 
principally for its anti-spasmodic re- 
sults. The use of belladonna is to be 
noted, not as a specific for colitis, but 
for colonic spasm, which is an asso- 
ciated condition found also in many 
other pathological states. Experience 
with benzyl benzoate has proven to be 
gastrically disastrous when sufficient 
dosage is given to obtain a desired re- 
sult. Ichthyol, tincture of iodine, 
salol with castor oil, and other so- 
called astringents and antiseptics have 
proved beneficial in many cases. Fur- 
thermore, we have had what appears 
to be good results in the use of bis- 
muth salts or barium in small but fre- 
quent dosage, particularly when given 
in suspension as in buttermilk or in 
flavored gelatin. 

Various hypnotics, frequently chang- 
ed, in conjunction with various forms 
of the bromides are to be highly rec- 
ommended. 

Heat, electric pad, hot water bottle, 
Priesnitz’ dressing, stupes, particularly 
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of the turpentine type, the latter al- 
ways administered in conjunction with 
the introduction of the rectal tube, are 
specifically indicated. 

Foci of infection, pelvic disorders, 
particularly those presenting any me- 
chanical contributory features should 
be eradicated. Caution against promis- 
cuous operations must be entered, due 
to the often unfortunate post-operative 
effect produced on the already unstable 
nervous system. 

Gastric analysis will often yield in- 
formation, not obtainable otherwise, 
particularly in reference to the hyro- 
chloric acid content which will aid 
in correcting the frequently associated 
anorexia. 

Additionally, all those recommended 
remedial measures, such as sun baths, 
massage, artificial and natural helio- 
therapy, salt rubs, and varied systemic 
tonics in hypodermic or oral form, to- 
gether with stomachic stimulants, for 
the relief of the “systemically down 
trodden” are advised. 

Finally, but not least, is the man- 
agement of the co-existing or under- 
lying neurosis, the obviation of which 
is by no means of minor significance. 
This can well be left to the field of 
neurology or in lieu thereof, to the 
qualifications of the competent intern- 
ist with associated neurological aid. 

As a general rule, aside from the 
time required for the establishment of 
the diagnosis with the necessary asso- 
ciated X-ray and laboratory tests, con- 
tinued stay in the average general 
medico-surgical hospital tends to serve 
more as a detrimental influence, rather 
than a desirable environmental adju- 
vant. Hence, we generally recom- 
mend proper sanataria and health re- 
sorts. 
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Sicklemia 


By JosepH Levy, M.D., New Rochelle Hospital, New Rochelle, N. Y. 


HE practitioner may be faced 

with the patient who has recur- 

rent paroxysms of prostration as- 
sociated with low grade fever and 
night sweats; the pediatrician may see 
a child who has attacks of jaundice, 
growing pains and an enlarged heart; 
the surgeon may have an operative 
case whose wound refuses to close or 
whose abscess continues to drain. 
While in many people presenting such 
pictures, the diagnosis of tuberculosis, 
rheumatic fever, or syphilis usually 
holds, in others, all the approved cri- 
teria may be negative. The patient 
may then be put through many elabo- 
rate laboratory procedures to no avail, 
whereas a simple test may give the 
answer. 

One only needs secure a drop of the 
patient’s blood, place it on a cover slip 
and invert the slip over a glass slide, 
then sealing the rim with vaseline, 
paraffin or balsam, puts the slide aside 
and examine it at his leisure. Thus 
fresh blood can be studied over a long 
period of time. In a few instances 
one may be surprised to find the red 
blood cells undergoing curious changes 
in shape, the phenomenon of sickling 
occurs. This consists in the division, 
enucleation and fragmentation of em- 
bryonic erythrocytes in such a manner 
that numerous elongated, tapering, bi- 
zarre shaped red blood cells are 
formed.’ 





The symptom-complex that accom- 
panies the sickling of the red blood 
cells was admirably described by Her- 
rick in 1910.2" Since then there have 
been an increasing number of case re- 
ports.” With reference to one hun- 
dred and fifty cases already in the liter- 
ature‘ and the establishment of a patho- 
logical basis for the condition’ one is 
safe in claiming this as a definite blood 
disease. The earlier descriptions lim- 
ited the condition to the negro,® but 
with the study of the routine wet blood 
smear a similar condition was found 
to exist in the white race.’ Because 
the peculiar shaped red cells are found 
in a symptomless people it has been 
claimed by many that the sickling is 
merely a coincidental occurrence in a 
more systematic disturbance.* But it 
has been conclusively shown that the 
disease has its active and latent phases 
and one may go into the other on little 
warning.® With its periods of activi- 
ty, latency and recrudescences, it re- 
sembles that primary disease of the 
blood, pernicious anemia. 

This report is based on the study of 
the fresh blood of 213 successive negro 
admissions to the New Rochelle Hos- 
pital. Twelve of these cases (5.8%) 
were found to have sickle cells in their 
blood (Table 1). Only three of these 
showed signs of activity. Five of the 


twelve had an infection of some sort. 
Three occurred in the course of preg- 
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nancy. None of the cases showed 
the marked anemia seen in some of 
the case reports.?® Because of this 
and many similar accounts of failure 
to find an accompanying anemia,"* the 
term Sicklemia is suggested in prefer- 
ence to such terms as sickle cell ane- 
mia,’* menisocytosis,“* drepanocytic 
anemia;'* all of which have their 
short-comings. While it is true that 
the term Sicklemia is a hybrid word’® 
it is the one that is most descriptive 
of the disease. Since this term was 
first used by Cooley and Lee, it has 
received much favorable comment and 
should displace the other misleading 
and less significant appelations. 


Case I1—W. B., a 37-year-old chef, was 
first seen on July 18, 1927, when he was 
admitted to the hospital complaining of a 
pain in the left buttock and left leg. He 
had no familial history of blood disease. 
There was a story of gonorrhea at 17, a 
skin eruption at 31 at which time his 
Wassermann was negative. His best weight 
was 160 pounds ten years ago, but he had 
lost considerable weight during the past 
year, weighing only 130 pounds at the pres- 
ent time. During this period he was troubled 
with constipation and because of the severe 
tenesmus, he would permit himself to be 
without a bowel movement for five days. 
During the past six months there have been 
profuse night sweats, with fever and weak- 
ness. Pain in the left buttock, which was 
aggravated on standing, had become pro- 
gressively worse during the past three 
months. He had noticed a cream colored 
discharge from the left side of the anus 
for two months. His friends informed him 
that “his eyes were getting yellow.” On 
examination, the positive findings were a 
well developed negro who had lost con- 
siderable amount of weight. Temperature 
101, pulse 120 and regular, respirations 24. 
Icteric tinge to sclerae. Conjunctivae and 
mucous membrane of the mouth were pale. 
Teeth carious, pyorrhea and bleeding gums. 
Tonsils enlarged. Cervical, axillary and 


inguinal lymph nodes palpable. Dulness at 
left apex. Fissure to the left of anus one 
inch long discharging a purulent material. 
This was incised and a drain inserted. Heal- 
ing was very slow, drainage persistent and 
he ran a low grade fever for seven weeks. 
There was a further incision and drainage 
both of the left side and an abscess that 
had formed in right ischio-rectal fossa. 
Microscopic examination of scrapings re- 
vealed a simple hemorrhagic chronic inflam- 
mation without evidence of malignancy, tu- 
berculosis or lues. The blood Wassermann 
was negative. X-ray of chest showed some 
calcareous deposits and increased hilum 
shadows. The urine was acid, S.G. 1.008, 
and contained a trace of albumin, no casts. 
Blood count on admission showed a mod- 
erate anemia of 70% (Sahli), 3,800,000 r. 
b.c. There was a low grade leukocytosis of 
13,000 w.b.c. with 86% pmn. The red blood 
cells sickled within twenty-four hours and 
reverted in three days. During his first 
two months in the hospital, the anemia con- 
tinued, hemoglobin reaching 60% and r.b.c. 
3,000,000. Because of the slow healing 
and sickle cells in blood with progressive 
anemia, he was put on a Minot-Murphy 
liver diet. He improved rapidly and was 
discharged in two weeks, without fever and 
a gain of fifteen pounds. Coincidently with 
his clinical improvement, there was a rise 
to 80% hemoglobin with 5,000,000 r.b.c. 
Three months after discharge the hemo- 
globin had reached 91% and the r.b.c. 5,000,- 
ooo. At this time the red cells did not 
sickle. Because of this marked clinical im- 
provement and being told that his blood 
was normal, he stopped taking liver. He 
returned six weeks later feeling “tired and 
weak”. His hemoglobin had dropped to 
75% and the r.b.c. to 3,520,000. Though 
only occasional sickle cells could be found 
in the smears, many of the red cells were 
indented and kidney shaped. Upon resump- 
tion of liver therapy, he was able to con- 
tinue with his work and his blood count has 
varied between 5 and 5% million, the hemo- 
globin between 90 and 100% for the past 
year. Repeated smears during this period 
failed to show any sickling of the red blood 


cells. 
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Case 11—H. S., a colored maid of 
eighteen, was admitted to the hospital on 
July 7, 1927, complaining of severe pain in 
the back. Her acute illness began ten hours 
earlier with cramp-like epigastric pains 
which soon became generalized, persistent 
accompanied by vomiting. The pain finally 
localized in the lower lumbar regions. In 
addition to measles and whooping cough in 
childhood she has always been sickly and 
easily fatigued. Though she never has had 
any “fever”, she has been troubled with 
“Shaking chills” and night sweats for many 
years. Accompanying the chills she would 
have “rheumatic” pains in the epigastrium 
and left hypochondrium. Has had muscle 
and joint pains off and on for years. One 
year ago developed an ulcer over the lower 
part of each “shin” bone. These ulcers re- 
sisted all forms of treatment for ten months, 
finally healing leaving large scars. For the 
past two years has noted dyspnea on slight 
exertion and nocturia. Occasionally her 
sclerae would become yellow. 

On examination, she was undernourished 
The tongue was pallid. Tonsils 
Heart slightly enlarged to per- 
cussion, with a rapid (120) and regular 
rate. Soft systolic murmur at apex which 
was not transmitted. There was a marked 
tenderness throughout the abdomen with 
marked rigidity of the right rectus. 
of persistent pain, marked leukocytosis (21, 
000) with 81% pmn. and negative urine, a 
provisional diagnosis of acute appendicitis 
was made. The appendix was removed, but 
its pathology did not explain the severity 
The post-operative course 


and frail. 
enlarged. 


Jecause 


of her symptoms. 
was marked by continuation of the lumbar 
and epigastric pains and low grade fever 
(99°F. to 101°F.). She developed an ab- 
scess in the incision which took two weeks 
to heal. She returned one year after dis- 
charge with similar complaints of fatigue, 
lumbar and epigastric pains and chills. She 
was placed on a Minot-Murphy liver diet 
at this time because a study of her blood re- 
vealed a moderate anemia of 60% hemo- 
globin with 3,470,000 r.b.c., 10% of which 
were sickled in the fresh smear. Sickling 
was complete in twenty-four hours. Rever- 
sion was very slow, only 50% returning to 


normal in five days, while 25% were still 


sickled at the end of the second month. 
Upon her return to the clinic six months 
later she was free of symptoms and was 
able to go about her work without any dif- 
ficulty. She had been eating about one-half 
pound of liver a day and had gained five 
pounds in weight. Her hemoglobin at this 
time was 80% with four and one-half mil- 
lion r.b.c. Sickling of cells while still pres- 
ent was incomplete but as in the earlier 
studies the sickle cells did not return to 
normal. 


Case XI.—L. P., a colored lad of eight, 
was admitted to the hospital on January 24, 
1928, because of severe pains in muscles of 
legs and arms of two weeks duration. His 
mother states that he has been sickly since 
infancy. In the first year he had rickets 
and during the next two years had chicken 
pox, measles and whooping cough. Since 
the age of three has been having pains in 
the muscles of the extremities without joint 
accompanied by rise in 
temperature. In an effort to relieve his 
symptoms, a tonsillectomy was performed 
vear ago. Three months ago began 
complaining of a tired, weak feeling. Dur- 
ing this time his mother noticed that his 
sclerae were of a yellow tinge and the 
bouts of fever and night sweats would recur 
every two weeks necessitating bed-care for 
the greater part of the time. 


involvement, but 


one 


intelli- 
facies. 


On examination he was a robust 
gent colored boy with an ape-like 
The sclerae were of a greenish yellow hue. 
The soft palate was anemic. There was a 
generalized lymphadenoid hypertrophy. On 
admission, the heart was not enlarged but 
there was a soft systolic blow at the apex. 
The liver and spleen were both palpable 
about 3 cm. below the costal margin, mak- 
ing the epigastric portion of the abdomen 
excessively protuberant. There were numer- 
ous scars over both tibiae but no edema. 
During a stay of two months in the hos- 
pital, he ran a persistent low grade fever 
with weekly rises to 104° remaining ele- 
vated for forty-eight hours. At the time 
of the elevation in temperature, the spleen 
and liver would increase in size; there would 
be an increased icteric tinge to the sclerae, 


the urine contained bile pigments. During 
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these episodes the child complained ef severe 
headaches, intense muscle pains, and weak- 
ness; there was marked dyspnea, tachy- 
cardia liver tenderness and nose bleeds. 
He was put through an elaborate labora- 
tory study. The tuberculin and Wassermann 
tests were negative. The roentgen exami- 
nations of lungs, chest, sinuses and long 
bones showed no pathology. The electro- 
cardiograph showed high voltage with a 
tachycardia. The blood cultures were sterile. 
The spinal fluid was normal. A _ chemical 
examination of the blood plasma yielded: 
Urea 28, Creatinine 0.9, Uric Acid 4.4, 
Chlorides 620, Sugar 87. In a fragility test 
hemolysis began at .44 and was complete at 
.32. There was an indirect Van den Bergh. 
The icteric index varied from 15 to 42. The 
urine at first was negative but showed a 
trace of albumin with casts on discharge. 
His systolic blood pressure varied from 
116 to 130 mm. Hg. His hemoglobin ranged 
from 70 to 80% and r.b.c. varied from three 
aud one-half to four and one-half million. 
During the stages of low grade fever the 
w.b.c. reached a maximum of 12,500 with 
60% p.mn. At no time were malaria para- 
sites found in the smears. The red blood 
cells became sickle shaped very rapidly and 
reverted to normal within two days. 
After failing to respond to various forms 
of medication, he was given a Minot-Mur- 
phy liver diet, and in three weeks gained 
twelve pounds, was free of symptoms and 
his hemoglobin increased to 87% with 4,000,- 
000 r.b.c. Upon his return home he did not 
adhere to his dietary instructions and was 
brought back to the hospital with fever, 
weakness and loss of weight. His hemo- 
globin had dropped to 68% but there were 
4,000,000 r.b.c. Less than 25% of the red 
cells sickled. He was immediately put on 
liver therapy, gained two pounds and was 
up and about in one week. The hemoglobin 
rose to 83% and the r.b.c. to 5,000,000. 
Sickling was not complete. He has been 
followed in the out-patient department dur- 
ing the past year, and has shown no recur- 
rence of symptoms while partaking of liver. 
His spleen and liver remained enlarged and 
the hemoglobin varied between’ 80 and 85%. 
The red blood corpuscles averaged 5,000,000, 
a very few of which became sickle shaped. 


DISCUSSION 


From a consideration of the findings 
in the above cases and from the nu- 
merous reports in the literature, one 
observes that Sicklemia is a blood dis- 
ease with symptoms and signs refer- 
able to every part of the body. The 
patient usually complains of being 
tired, weak, or easily fatigued. He 
may have recurrent episodes of pros- 
tration with headaches and dizziness. 
He runs a low grade fever with night 
sweats and occasionally the pyrexia 
may reach a very high level. He has 
paroxysms of jaundice with greenish 
yellow sclerae and bile salts in the 
urine. His mucous membranes are 
pale, his palate and tongue are pallid 
and the gums bleed easily. There is 
a generalized lymphadenoid hypertro- 
phy. In the active stages, dyspnea and 
palpitation may bring the sufferer to 
the physician, who may find an en- 
larged heart, a systolic murmur at the 
apex and a tachycardia, all of which 
disappear on appropriate treatment. 
The gastro-intestinal symptoms of 
nausea, vomiting, epigastric and left 
hypochondriac pains may bring the 
subject to the operating table. The 
liver is enlarged, its edge tender and 
smooth. While the spleen is usually 
small’® it may fluctuate in size, increas- 
ing during the active stages. Gall- 
stones have been found.’* The pa- 
tient may complain of nocturia and 
dysuria; the urine being of low spe- 
cific gravity and containing a trace of 
albumin. ‘The muscle and joint pains 
are severe. The chronic ulcers of the 
leg in a young individual are of great 
diagnostic importance. 

The laboratory findings are essen- 
tial. The diagnosis rests on the pecu- 
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liar, bizarre, sickle shaped erythrocytes 
in fresh smear or in hanging drop 
preparations. The anemia may be 
moderate or marked.’* The color in- 
dex is usually around one, though it 
may occasionally fall to a very low 
mark.’® Normoblasts may be found in 
the stained smear.'* A leukocytosis is 
the rule. Some of the red cells may 
be phagocytyzed.® The icteric index is 
increased and there is an indirect Van 
den Bergh. The resistence of the red 
blood cells to hypotonic saline is eith- 
er normal or increased thus differen- 
tiating this disease from hemolytic 
jaundice. 

Death usually results from an inter- 
current infection.*® There was only 
one death in this series, from a miliary 
tuberculosis, a common finding. The 
splenic lesion is typical.*' The spleen 
is small and fibrotic, with a large num- 
ber of old and recent hemorrhages 
surrounding the malpighian corpuscles. 
This is due to a congenital malforma- 
tion of the splenic sinuses especially 
about the malpighian bodies and an 
abnormal development of capillaries 
throughout these units.*‘. The sickle 
shaped cells can be demonstrated in all 
organs. There is an increased deposit 
of brown iron-free pigment in the tis- 
sues, especially the liver, spleen and 
kidney.'* Rich*t has demonstrated 
hemosiderin in the tissues. The bone 
marrow shows a diminution in fat with 
a large number of the crescent shaped 
cells and hyperplasia.** 

An evaluation of any 
method of treatment is difficult because 
In the 


particular 


of the spontaneous remissions. 


hands of certain men splenectomy has 
produced results,** while others have 
noticed indifferent results.** Frequent 
small transfusions of blood have suc- 
ceeded in halting the disease in a few 
severe cases.*> The demonstration that 
the disease is essentially a disturbance 
in erythropoiesis' suggested the use of 
large doses of liver. The Minot-Mur- 
phy liver diet*® was given to three 
patients. They have been followed for 
more than a year with a definite im- 
provement in symptoms. Furthermore, 
the tendency of the cells to assume the 
sickle shape has considerably lessened 
in two and completely stopped in the 
other. The patients treated did not 
have the marked anemia seen in some 
of the severe cases described in the 
literature.*° It remains for further 
study to determine whether liver ther- 
apy will aid in such advanced cases. 


SUMMARY 


1. The term Sicklemia is suggested 
for the symptom-complex that accom- 
panies the sickling of the red blood 
cells. 

2. Twelve cases of Sicklemia were 
found in a study of 213 negro patients. 

3. Infections are a relatively com- 
mon finding in this disease and are 
characterized by a peculiar resistance 
to the usual therapeutic measures. 

4. Three active cases of the disease 
are described, each of which showed 
a marked improvement on liver ther- 
apy. 

5. The ingestion of liver tends to 
inhibit the formation of sickle cells. 
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Chronic Glomerulonephritis with Hypertension and 
Marked Nitrogen Retention but No 
Eye-ground Changes* 


3y Epwarp Welss, M.D., Philadelphia 


LMOST since the time of 
Bright hypertension, cardiac hy- 
pertrophy, nitrogen retention, 


and eye-ground changes have been rec- 
ognized as nearly constant accompani- 
ments of certain forms of chronic ne- 
phritis. Within recent years the eye- 
ground changes in vascular and renal 
disease have been particularly stressed, 
both from diagnostic and prognostic 
standpoints. Bannick’ has reported se- 
vere chronic glomerulo-nephritis with- 
out hypertension, cardiac hypertrophy 
or retinal changes, and occasionally 
there have appeared case reports of 
advanced chronic nephritis terminating 
in uremia with slight or no nitrogen 
retention. As another variant in the 
picture of advanced chronic kidney 
disease the following case showing hy- 
pertension, cardiac hypertrophy and 
marked nitrogen retention but normal 
fundi is reported. 


J. H., age 43, a colored man, was admitted 
to the service of Dr. Thomas McCrae of 
the Jefferson Hospital, November 12, 1928. 


*From the Department of Medicine, Jef- 
ferson Medical College. 

IBANNICK, E. G.: Severe Chronic Glomer- 
ulonephritis without Hypertension, Car- 
diac Hypertrophy or Retinal Changes, 
Arch. Int. Med. 39: 741 (May) 1927. 
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He fulness 
the abdomen, headache and weakness. The 
patient’s father died at 49 and mother at 46 
A sister died at 28 
from heart disease. The patient had en- 
joyed good health until the present illness. 
Four years ago 


complained of a sense of of 


from unknown cause. 


He had frequent tonsillitis. 
he had been treated for headache by a physi- 
cian and told that he had high blood pres- 
He had gonorrhea in 1908 but 
chancre. He had married 16 years. 
His wife had never been pregnant. 


sure. no 


been 
The present illness began in June, 1028, 
with an attack of hiccups followed by nausea 
and Later came headache and 
blurring of the vision. The attacks of head- 
ache, nausea and vomiting increased in fre- 
and weakness became marked in 

Constipation was bothersome and 
There 


vomiting. 


quency 

October. 

likewise a bitter taste in the mouth, 

had been slight loss of weight but consider- 

able loss of strength. 

robust 
with 


examination showed a 
adult, colored man 
The pulse rate was 80 with 


Physical 
well nourished, 
slight dyspnea. 
regular rhythm; the radial vessel felt slight- 
ly as did the and tem- 
poral vessels. The pupils were regular and 
The teeth and gums were 


thickened brachial 


reactions normal. 


in good condition. The tonsils were large 
and cryptic but there was no gross evidence 
of infection. Heart: there was fairly 


marked pulsation in the fifth left interspace 


outside of the mid-clavicular line. Left ven- 
tricle dulness extended 14% cm. from the 
mid-sternal line in the fifth interspace. 


There was no evidence of enlargement to the 


right, nor any indication of aortic widening. 
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There was a soft systolic murmur at the 
apex and at the left border of the sternum. 
A2 was accentuated. The lungs were clear 
and resonant. The abdomen was held rather 
tensely; no masses or tenderness could be 
made out nor organs felt. There was no 
edema of the extremities. 

The blood pressure on admission was 
200/130. It fell to 160/100 within three 
days, then showed a slight temporary rise 
and fell again to 140/100 just before death. 

The urine examinations showed a cloud of 
albumin and an increased number of leuko- 
cytes, occasional hyaline and many finely 
granular casts, but no blood. The non-pro- 
tein nitrogen was 187 mg. and the creatinine 
23 mg. on admission. The non-protein nitro- 
gen rose to 294 mg. and the creatinine to 
29.7 mg. before death. The blood count was 


hemoglobin 52%; red blood cells 3,690,000; 
white blood cells 8,600. The blood Wasser- 
mann was negative. 

The unusual feature in this case was the 
result of the eye-ground examination which 
follows. “Right eye, media clear; disc of 
good color; edges sharp; vessels normal in 
calibre and in course. No lesions of the 
fundus noted. No white spots seen. Left 
eye, condition similar to right.” (Dr. S. L. 
Olsho) 

The patient died on November 23, 1928. 
Partial autopsy was permitted. The kidneys 
were very small; the left weighed 80 gms., 
and the right 62 gms. They were firm in 
consistency, coarsely granular, and reddish- 
gray on section, and histologically showed the 
changes characteristic of advanced chronic 
glomerulonephritis. 











Suggestions for Effectiveness in Diagnosis 


By Mikes J. Brever, M.D., F.A.C.P., Lincoln, Nebraska 


HE science of diagnosis is by this 

time fairly well advanced. ‘The 

physical and laboratory findings 
of known pathological conditions have 
been thoroughly worked out, are well 
described in numerous and excellent 
texts, and are efficiently taught in the 
schools. Methods of examining, of 
performing tests, of eliciting signs, 
have been developed to a fairly high 
degree of perfection. Students are 
systematically drilled in 
practitioners have access to an infinite 
store of literature dealing with them. 


them, and 


Yet, with the vast accumulation of 
diagnostic material freely available, 
and with all the students systemati- 
cally put through the drill in it, the 
relative proportion of effective diag- 
nosticians is not as high as one might 
expect. There still seems to be a gap 
between the scientific accumulation of 
diagnostic information, and its appli- 
cation to the individual case. 

Studying diagnostic methods is one 
thing, and solving the disease problem 
of the individual sick man seems to 
be different and far more difficult. It 
is frequently assumed that there is 
some personal factor involved; that 
some men are “natural” or “born” di- 
agnosticians, and others are not. Or, 
again, some subtle factor of “experi- 


ence” is supposed to play the essential 


role. 


As a matter of fact, experience does 
indeed count for a great deal. The 
more kinds of disease conditions one 
has seen, the greater the range of pos- 
sibilities one may have in mind to con- 
side, and to apply to the case in hand. 
Perhaps there is even a definite per- 
centage of diagnoses that cannot be 
made except on the basis of an un- 
usually extensive experience. But, for 
the everyday purposes of the average 
diagnostic practice, that percentage is 
small. Experience is a valuable asset, 
but certainly not irreplacably essential, 
beyond a certain minimum of funda- 
mental requirements. 

That leaves us the mysterious factor 
of personal gift to consider. Just as 
has been found to be true in so many 
endeavor, I have a 
strong that in 
work, the personal gift consists of a 


other lines of 


suspicion diagnostic 
personal willingness to put in a lot of 
hard work digging out the subject 
thoroughly and systematically. In that 
respect, diagnosis does not differ from 
any other human job: the fellow who 
works hardest at it gets the farthest 
in it. 

“Thoroughly”—that is the key to 
the secret. 
possible to look across the room at a 


Perhaps occasionally it is 


patient and make a brilliant diagnosis. 
I find such opportunities exceedingly 
rare; which is fortunate, for such a 
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practice is dangerous. Certainly that 
procedure is of no use in obscure 
cases, such as constitute the majority 
of the work of a man in the diagnostic 
specialty. When the word “thorough- 
ly” is taken literally, it means a great 
deal. It is much more easily said than 
done. 

I have seen medical men look at a 
patient’s chest and pronounce it “nega- 
tive” or “normal.” I have taken that 
same patient on the same day and 
spent an hour or two on him, and 
filled a page with notations of the pa- 
thology I saw in his chest. Why does 
one man see nothing and another find 
a long list of signs? Certainly they 
are there, in plain sight. After they 
are pointed out to the first man he 
readily admits their existence. Cer- 
tainly the knowledge is not esoteric or 
recondite. It is found in every text- 
book. 

The reason is that pathologic find- 
ings are not evident to the casual 
glance. There is no “X” marking the 
spot with an arrow pointing to it. If 
the examiner looks at the chest as a 
whole and taps on it a little, hoping 
that he may stumble across something 
he doesn’t know just exactly what, the 
chances are that his report will be 
“negative.” The examiner must look 
for definite items. If you take a gen- 
eral glance at a room, and someone 
asks you the next day whether or not 
a radio console was present, you will 
not know. But, if while you are look- 
ing at the room you look around def- 
initely for a radio console and check 
whether or not it is present, then you 
will know definitely. 

It is necessary when making an ex- 
amination, to have in mind a series of 
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concrete items. The presence or ab- 
sence of each one, its variation from 
the normal and the amount of that 
variation, must be checked, one by one. 
What these particular items may be 
is not part of this paper. They are 
in the text-books, and belong to the 
science, not the art of diagnosis. 

However, continuing to use the 
chest as an instance, we may illustrate. 
In the chest I check over forty-eight 
concrete physical items before I con- 
sider that I have made a proper exam- 
ination : 

The tension and size of the various 


muscles of the shoulder-girdle; 
The angle and prominence of the 


clavicle ; 

The width of the area of hilum dull- 
ness ; 

The degree of expansion of each 
quadrant ; 


The expansion rhythm of each 
quadrant, front and back, 


Etc., etc. 


These are taken up in systematic order, 
one by one. While each item is being 
investigated, the mind is concentrated 
on it to the total exclusion of all other 
considerations; and then the next one 
in order is taken up in the same ex- 
clusive way. There can be no skip- 
ping about, no sketching over two or 
three things at one time. Once the job 
is started it must be carried straight 
through, no matter whether the first 
findings are normal or pathognomonic. 
Otherwise the procedure has no value, 
and need not even be begun. 

Only when a complete catalog of 
clinical findings has been accumulated 
by going over the patient in a system- 
atic way, investigating them one at a 
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time, and making careful written rec- 
ords of them, is the examination of 
any diagnostic value. The study of 
such a record is the only thing that 
can form a dependable basis for a safe 
and correct diagnostic reasoning proc- 
ess. 

In other words, a correct diagnosis 
depends on the possession of all the 
informational data in the problem. One 
missing item may cause a total reversal 
of the reasoning process and result in 
a wrong diagnosis or a failure of di- 
agnosis. Diagnostic errors are in most 
cases the result, not of the inability 
to reason from clinical evidence, but 
of the failure to find it because of the 
lack of thoroughness. 

“Thoroughness” is a word much 
misunderstood. In diagnostic work it 
signifies the analysis of a problem, 
such as a chest examination, into its 
component details, the arrangement of 
these details into a systematic sched- 
ule, and the accurate following of this 
schedule in order and without omis- 
sions. Thus and only thus can diag- 
nostic problems in general be solved. 

Now, it is conceivable that a medi- 
cal man after many years of wide and 
vast experience in a given line of diag- 
nostic work, will be able to keep such 
a schedule of details in his mind and 
work from it by memory. But this 
feat is impossible to most of us ordi- 
nary mortals. There are a thousand 
obstacles to working from memory. If 
the examiner could isolate himself and 
his patient on a desert island and have 
a week’s free time for his examina- 
tion, he might perhaps be justified in 
depending on his memory. But, in a 
busy office on a busy day, the tele- 
phone, the patient’s conversation gets 
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him off the track in taking the his- 
tory; in making the examination, an 
unexpected finding will make him for- 
get his plans; in any kind of diagnostic 
routine, extraneous interruptions are 
always coming up. Only after the pa- 
tient has left the office, do we suddenly 
realize that we have omitted some es- 
sential point; and the result is a flaw 
in the diagnosis. 

The schedule for the examination 
procedure must be down on paper. 
Only by means of a detailed written 
or printed list of the items of history 
or examination procedure is it possible 
to adhere to system and accomplish 
the requisite thoroughness; and at the 
same time get away with a reasonable 
volume of work in this busy world. 
The examiner should either have a 
schedule card to follow, or preferably 
a blank to fill out. If he has such a 
Llank containing every item of infor- 
mation that he requires in history, ex- 
amination, and laboratory; and if he 
goes through it faithfully, step by step, 
before he lets his patient go away, his 
examination will be “thorough.” In 
no other way is it possible to avoid 
missing essential evidence. 

Of course it is tedious. Of course 
it is hard work. It confirms our pre- 
vious hazard that success in diagnosis 
is not a gift, but a willingness to dig. 
Correct clinical diagnosis depends far 
more on getting all of the clinical in- 
formation and not missing anything, 
than on any exceptional ability or bril- 
liance. And the getting of this infor- 
mation is hard work. 

Once I was involved in a medico- 
legal case in which a man was suing 
his employer, claiming that he had 
been injured in the spine. A history 
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of the accident did not seem to war- 
rant such a conclusion. The insurance 
company retained a brilliant internist 
to testify in its behalf, and this intern- 
ist had a “hunch” that there was some 
sort of a diffuse lesion of the central 
nervous system. He kept thinking of 
syphilis. I was called in to testify 
that syphilis was not present as far as 
clinical and laboratory evidence indi- 
cated. In my blind following of rou- 
tine, I found the blood-picture of a 
pernicious anemia, and the patient’s 
spinal-cord symptoms were at once ex- 
plained. The other man had merely 
neglected a detail. 

The human mind is fallible. It is 
prone to neglect detail. Therefore we 
dare not depend on the human mind 
to keep track of detail. Some mechan- 
ical system for taking care of detail 
must relieve the mind of such respon- 
sibility. 

The particular items on the exam- 
ination schedule will vary with the in- 
dividual examiner, and with the pur- 
pose for which the examination is 
being made. In making up a routine 
list of signs and symptoms to use for 
this purpose, it is well to remember 
that it is better to have too much di- 
agnostic evidence, than not enough. 
Most of our diagnoses are verdicts 
rendered on the basis of circumstantial 
evidence ; and it is well to have an ex- 
cess of confirmatory evidence. The 
schedule of these signs should be se- 


Name 


DIAGNOSIS: 
Tuberculosis, pulmonary 


lected and arranged after a thorough 
preparatory study of the particular 
subject, such as the chest, or the kid- 
ney, for which it is being arranged. 

When the worker has once selected 
and arranged his schedule, he ought 
to follow it rigidly, consistently, al- 
ways in the same order. Only after 
considerable practice with it, can he 
use it as an efficient tool. When he 
does get used to it and learns what 
it will do, he will find that besides 
increasing his scientific accuracy, it 
will enable him to do a larger amount 
of examination work in a shorter time, 
with less fatigue and less mental 
strain. Working extemporaneously or 
from memory, is an exhausting job. 

sy way of illustration, I append a 
blank which is used in this office for 
chest examinations. Similar blanks are 
used for the abdomen, for heart and 
kidney function, etc., comprising a to- 
tal of nineteen different diagnostic 
blanks. The blank is so arranged that 
a minimum of writing is required dur- 
ing the making of the examination. 
Findings are listed in all possibilities 
on the blank; and the record is made 
by x’s, check marks, zeros, and crossing 
out words. To facilitate future refer- 
ence, a summary sheet is included in 
the history after the work is com- 
pleted, reviewing all significant find- 
ings. The mimeograph process is used 
for these blanks as being less expen- 
sive than printing. 


3reuer; D-1; Pulmonary 


Date Case number 


chronic, acute, slight, moderate, severe, active, healed, 


apex, hilus, generalized, left, right, dry, moist, infiltrative, exudative, cavities, primary, 
secondary. 
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Dental Infection 


By A. G. Scunack, A.M., M.D., Honolulu, Hawan 


HE subject of focal infection, 

especially with regard to dental 

infection, still holds the lively in- 
terest of both medical and dental pro- 
fessions. Vitamin deficiency as a basic 
cause for numerous of our patholog- 
ical dental conditions has stimulated 
new interest in this field and new con- 
ceptions have perhaps resulted. Our 
theories of vitamin activity are con- 
stantly undergoing alteration, as new 
facts seem to become established. My 
aim here is to briefly sketch some of 
these newer ideas in their relation- 
ship to dental infection, and perhaps 
show how they apply in a medical way. 
The vastness of the material will not 
allow us to dwell on any particular 
phase of the subject. Dental hygiene 
has assumed a role of greater and 
greater importance as our knowledge 
has advanced. It has resolved itself 
into pre-eruptive and _ post-eruptive 
care of teeth. The pre-eruptive care 
of teeth has more recently been shown 
to have a profound effect on their 
future condition. A host of investi- 
gators are enthusiastically at work on 
the effects of vitamins on the struc- 
ture and subsequent welfare of teeth. 
Vitamin A, the antixerophthalmic vita- 
min, has been thought by some to 
have a definite effect on growth, physi- 
cal vigor, and possibly resistance to 
infection. The lack of Vitamin C (an- 
tiscorbutic vitamin) has a pronounced 
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effect on the calcification of the teeth 
of some animals but this does not 
seem to apply in the case of humans. 
Much still remains to be proven. Vita- 
min D, an antirachitic vitamin, is most 
necessary in bone and tooth develop- 
ment. Hypoplastic tooth development 
with deficient calcium deposit is fre- 
quently the result of either vitamin 
deficiency or acute or chronic illness. 
The question of the calcium of the 
blood as a necessary factor in the de- 
velopment of bony and dental tissue 
has been most elaborately investigated, 
some investigators! claiming a great 
difference in the availability of calcium 
for tissue use, depending upon wheth- 
er or not the calcium is in ionized or 
unionized form, diffusible or non-dif- 
fusible, the former being claimed to 
be all important in calcium metabol- 
ism. The relationship of sunlight to 
the production of this diffusible or 
available calcium is perhaps important. 
Numerous investigators have shown 
that substances like cod-liver oil, es- 
pecially after exposure to direct sun- 
light or certain of the ultra-violet rays, 
are capable of preventing or curing 
rickets in humans and animals. Milk 
from mother or other sources is ap- 
parently not capable of curing or pre- 
venting rickets unless the individual 
or animal furnishing the milk receives 
an adequate exposure to actinic rays. 
The actinic ray itself is again directly 
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capable of preventing or curing rickets. 
It is thought that perhaps the choles- 
terol of the blood, which becomes very 
strongly antirachitic by exposure to 
sunlight, absorbs sufficient actinic ray 
for this purpose through the skin. 
Ergosterol, a body sterol, after activa- 
tion by actinic ray, has very powerful 
antirachitic properties. It may be of 
interest to note that the exact nature 
of the antirachitic factor has never 
been proven. It has been spoken of 
as “stored radiant energy” and thought 
that cod-liver oil, cholesterol, ergoster- 
ol, are merely vehicles of this energy. 
Dietary and vitamin deficiencies play 
an important role during the formative 
stages of teeth, and these dietary 
measures or corrections should be in- 
stituted early in pregnancy, as some 
of the teeth begin development as 
early as the forty-second day. Any- 
thing that induces a faulty develop- 
ment of teeth may be looked upon as 
a primary predisposing cause of caries. 
We may have enamel pits, or crev- 
ices, enamel lamellae* and other irreg- 
ular areas of defiicient calcification and 
faulty enamel structure, mottling, mal- 
occlusions and impactions with im- 
proper contacts, all predisposing to 
caries. It may be mentioned that dif- 
ferent illnesses produce characteristic 
dental abnormalities, and that the pres- 
ence of enamel pits and differences in 
enamel mottling might be used for 
the differential diagnosis of diseases 
during the formative and eruptive 
stages of dental development. The en- 
docrine glands, especially the parathy- 
roids and pituitary body, have definite 
direct and indirect effects on the 


growth of skeletal structures and teeth, 
and on general calcium metabolism. 
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After the tooth erupts, exposure to 
the oral juices, which may be modi- 
fied by bacterial and chemical action 
and systemic diseases, often results in 
caries, the forerunner of most of our 
dental infection. As stated above the 
pre-eruptive care of the teeth will have 
a very important bearing on the course 
of post-eruptive events. The decidu- 
ous teeth when diseased often have 
some influence on the oncoming per- 
manent set although we often see 
good permanent teeth following very 
badly developed and decayed decidu- 
ous teeth. It is generally conceded 
that enamel, after eruption, does not 
alter its calcium content, although pos- 
sibly by a process of dehydration, may 
harden still further. It may be men- 
tioned however that this viewpoint is 
not universal ; some contend that varia- 
tion in lime content occurs. While the 
outermost enamel layer is undoubtedly 
sealed from oral juices, there are min- 
ute enamel channels increasing in 
number as they approach the marginal 
tufts and plexuses, which communi- 
cate freely with the dentinal tubules 
and pulp. Osmosis and diffusion, it 
seems, should play some part in the 
dental lime metabolism. 
sue may lose much of its lime con- 
tent especially with disuse and condi- 
tions are not so very different with 
dentine and enamel. It been 
thought that the salivary juices have 
qualities imparted by vitamin rich diets 
The degree of 


Osseous tis- 


has 


which prevent caries. 
salivation has some bearing on the 
In illness a 
lessened flow of saliva often favors 
the development of caries. Although 
it is inconceivable that active mastica- 
tion could alter the dental enamel, such 


process of dental decay. 
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jaw activity is thought to improve the 
general oral state and tend to the pre- 
vention of caries. Coarse foodstuffs, 
aside from any possible vitamin ac- 
tion, have a decided value. It is said 
that northern Scotsmen who eat a 
great deal of coarse bread generally 
have good teeth while their brothers in 
the lowlands eat most of their cereal 
in pap form and have much caries. 
A cow fed on soft food and not al- 
lowed to graze will soon lose its front 
teeth, according to dental authorities, 
the process resembling ordinary pyor- 
rhoea of humans. Whether active mas- 
tication benefits by toning up the gen- 
eral oral condition, or by increasing 
salivary flow, or by mechanically 
cleansing the teeth, is difficult to state, 
but benefits do accrue. Animal exper- 
imentation seems to indicate that most 
cereals contain an anticalcifying agent, 
which may however be combatted by 
antirachitic agents in diet and sun- 
shine. 

It is fairly well established that cer- 
tain salivary conditions favor the es- 
tablishment of caries-producing organ- 
isms (acidifiers) amongst which is the 
Bacillus acidophilus.* There seems to 
be some question as to whether the 
decalcification proceeds in the inter- 
prismatic substance or whether the 
enamel rods first decalcify; but the 
production of acid products, especially 
lactic acid, is apparently the chief 
cause of lime salt absorption. It has 
been suggested that antiperistalsis in 
the esophagus during sleeping hours 
may regurgitate gastric acid into the 
mouth. With slowly advancing caries 


the dentinal tubules are frequently 
sealed by tire deposit of secondary den- 
tine as the infection advances toward 
the pulp chamber, and the pulp cham- 
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ber often shows evidence of secondary 
dentine deposit; this is also frequently 
seen when the irritation is due to ther- 
mal stimuli through deep metallic fill- 
ings or to mechanical and chemical 
stimuli. With the pulp chamber once 
involved in infection our medical prob- 
lem really begins in earnest. During 
the early stages of pulpitis we may 
have a great deal of pain (toothache). 
These neuralgic pains may produce 
numerous secondary phenomena, such 
as, headaches, pains over the distribu- 
tion of the trigeminal sensory nerves, 
general nervous irritability and debil- 
ity, facial tics, gastro-intestinal upsets 
etc. 
admits such a thing as focal infection, 
that a pulpitis could easily be the start- 
ing point for other systemic infec- 
tions. The apical tubules 
communicate freely with the cemental 
tubules and these in turn communicate 
freely through the pericemental mem- 
brane with the alveolar Haversian sys- 


It is quite conceivable, if one 


dentinal 


tem. One must be impressed by the 
great difficulty of introducing suffi- 
ciently strong and diffusible antiseptics 
to sterilize the pulp chamber and its 
lateral and_ peri-apical 
The resulting peri- 


innumerable 
communications. 
apical infection depends not so much 
upon the number of bacteria reach- 
ing this area as upon the ability of the 
body to react and hold in check the 
offending organism. The reaction of 
the lung to invasion by the tubercle 
bacillus has probably been studied 
more in detail under varying condi- 
tions than any other kind of infection 
of long standing; and the fact that 
most dental infections are also of a 
more or less chronic nature, offers us 
a good comparison for the sequence 


of events. The reaction to infection 
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about a tooth apex, like tuberculous 
lung infection, depends in great part 
on the allergic response or hypersensi- 
tivity of the individual to the invad- 
ing organism at the time the infection 
occurs. With marked hypersensitivity 
present we expect to find a consider- 
able peri-apical inflammatory reaction. 
In the very early stages bony changes 
have not had an opportunity to ap- 
pear, and mere exudate through the 
peri-apical region may not manifest it- 
self on the radiograph. No surgeon 
expects to find any marked bony 
changes in a radiograph of an acute 
osteomyelitic condition in the very 
early stages. Peri-apical osteomyelitis 
or apical abscess gradually produces 
osseous changes the character of which 
depends in great measure upon the 
exudative reaction. It would seem 
that osseous necrosis and solution re- 
sults in great part from asphyxiation 
and local pressure in the peri-apical 
structures. The greater the exudate 
the more of these features one would 
expect. It is well-known that an api- 
cal abscess which establishes drainage 
through a sinus (gum-boil) or through 
the pulp chamber soon loses much of 
its identity. New osseous tissue soon 
forms within the abscess area and ex- 
cept for a slight disarrangement and 
thickening of the cancellous structure 
nothing abnormal may be made out 
in the dental radiograph. With long 
persisting abscess, especially where no 
drainage has been established we are 
more apt to find a certain amount of 
cementum absorption, often associated 
with a hypercementosis of the cemen- 
tum adjacent to the infection area. 
The abscess itself in its acute stages 


shows no line of demarcation, but 


after awhile becomes walled off by a 
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fibrous sac often showing an epithelial 
lining, both elements being derived 
from the pericemental membrane; the 
epithelial lining being derived from the 
epithelial cords, embryonal structures, 
remnants of which are always pres- 
ent in the pericementum. ‘This fibrous 
sac constitutes a so-called granuloma 
and frequently adheres to the tooth 
apex upon extracting the tooth. The 
sac may contain debris, dissolved cells, 
and usually gives positive bacterial cul- 
tures. A thin outer lime wall may 
still further isolate such a sac from 
the alveolar structures and its is often 
questionable whether such a process 
could in any way be a starting point 
of systemic infection. We frequently 
find a less violent peri-apical inflam- 
matory process, evidenced by a slight 
turbidity about the tooth apex and a 
thickening of the peri-apical bony 
structure. This area may be small or 
may be quite large in some cases ex- 
tending to the main nerve canal and 
causing severe neuralgic pains extend- 
ing over the area of the nerve distri- 
bution. The extraction of a so-called 
abscessed tooth results in the absorp- 
tion of considerable of the alveolar 
crest, and the abscess area and the root 
socket are filled in with bony tissue 
to a certain degree. After this proc- 
ess has completed itself we soon find 
evidence of other bony changes; the 
bony cancelli which were previously 
thickened from infection now thin out 
once more. The result is a bony 
structure practically identical with the 
surrounding normal bony structure. 
The normal stresses and strains on the 
jaw bone brought about by the muscles 
of mastication are responsible for the 
arrangement of the bone cancellations 
which are fashioned to best resist such 
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stresses. Should the site of a tooth 
previously extracted remain turbid and 
show disarranged cancellous structure 
it is thought to probably indicate that 
there is a residuum of infection, as 
new bone does not develop normally 
in the presence of infection or other 
irritants. Pyorrhoea (alveoloclasia) 
has received considerable attention and 
opinion is so varied and unsettled that 
one must tread lightly or come in for 
criticism for being dogmatic. The 
underlying cause for this condition has 
not been settled. We find a certain 
amount of alveoloclasia in practically 
every adult beyond middle age. In 
many cases it might be termed senile 
atrophy. Local oral conditions such 
as subgingival tartar deposits, trauma, 
etc., are thought to be at least con- 
tributory causes. It seems to be, in 
many cases, accompanying systemic 
states, such as anemias of long dura- 
tion, chronic illnesses, etc. The micro- 
scopic picture showing extensive infil- 
trations with inflammatory products in 
the gingival tissue, the absorption of 
the alveolar crest, and indipping of the 
squamous epithelium, show the process 
to be truly inflammatory. The fact 
of open drainage into the mouth of 
most of this material, makes one hesi- 
tate in placing too much emphasis on 
this, except in extreme cases, as a 
starting point of systemic infection 
and symptoms. Unless the radiograph 
shows a somewhat walled-off lateral 
abscess, we have not quite the amount 
of assurance in hoping for cures from 
tooth extraction as we have when we 
view apical abscesses. The question 
of focal infection whether from si- 
nuses, tonsils, teeth, gall-bladder, ap- 
pendicitis, etc., has been pretty defi- 
nitely settled as fact. The specificity 
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of location of infection in the body 
is unquestionably so, at least with re- 


gard to certain organisms. As a com- 
mon example of this, undoubtedly 


proven, is the frequent involvement of 
heart muscle and valves and joints 
with streptococcus infection of throat.‘ 
So we may feel that other organisms 
develop easiest at certain sites in the 
body; perhaps tissue reaction being in 
great part responsible. The work of 
Rosenow, Meisser, and others in ani- 
mal experimentation is too well known 
to need repetition. The mere presence 
of a focal infection may through im- 
munization protect the patient against 
infection elsewhere in the body, but let 
the body resistance decline from causes 
such as nervous worry, over-work, ex- 
posure to cold, starvation, and dis- 
eases of various kinds, and the indi- 
vidual again runs a risk of systemic 
infection. A traumatized joint, or a 
joint exposed to cold may not be pain- 
ful until we have the superimposed 
toxins from a dental infection. A per- 
son must be in good physical condi- 
tion to take care of focal infection, 
but even then he may not escape, as 
immunity is not entirely a problem of 
keeping physically fit. The question 
often arising before one is the ques- 
tion of tooth extraction. We are con- 
fronted with the problem of running 
the risk of future infection by retain- 
ing any pulpless tooth, and again our 
patient may suffer no ill effects from 
retaining a few harmless-looking de- 
vitalized teeth. The familial tendency 
to certain kinds of disease is of course 
an important consideration. The loss 
of teeth may well be balanced by the 
chances one takes in retaining them. 
Our commonest cause today for the 
careful investigation of teeth from the 
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purely medical point of view is the 
variable symptoms complex of arthri- 
tis and neuritis, and possibly myositis, 
bursitis and tendinitis. Every ache or 
pain is thought by some to have its 
origin in the teeth. While the sup- 
position may be erroneous, it does 
good in bringing the patient into more 
frequent contact with his dentist. A 
difference in viewpoint in regard to 
the nature of these aches and pains 
is held by many. That there is an 
actual lodging of bacteria in joints, 
nerve sheaths, bursae, muscle tissue, 
etc., is no doubt occasionally the case, 
but not the rule. No one would ex- 
pect a true bacterial arthritis to clear 
up in a day or so after the removal 
of an abscessed tooth. Rosenow and 
others explain arthritis and neuritis 
and such symptoms as due in great 
part to circulation of strong bacterial 
toxins which have a predilection for 
the affected tissue. Some of these 
toxins may be extremely powerful. 
When we consider the toxicodendrols 
of poison ivy, for example, we feel 
more in harmony with such ideas. I 
personally think that some of our 
quick results obtained by tooth extrac- 
tion can be best explained on the basis 
of non-specific or specific protein ther- 
apy “protein shock’; the protein 
whether bacterial or body protein ab- 
sorbed into the circulation through the 
macerated root socket being sufficient 
to cause a body reaction which might 
eliminate the symptoms for a shorter 
or longer period. One might say that 


the temporary flare-up was due to 
increased toxin absorption, which is 
probably often so, but it seems in some 
cases not to matter which tooth was 
extracted, as a temporary reaction with 
subsequent benefit is occasionally seen 
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after removal of a healthy tooth by 
mistake. Psychology cannot explain all 
such results. Orthopedic methods for 
relieving arthritis symptoms, such as 
wearing a high plaster of Paris collar 
for cervical arthritis, and braces for 
lumbar and sacro-iliac pains, make one 
hesitate in proposing the exact etiology 
of these pains. Mechanical trauma 
apparently accentuates the irritated 
condition of a painful joint. Our me- 
chanical appliance may lessen trauma 
and prevent joint movement and pain- 
ful joint surfaces may be separated 
by stretching. Breaking down of mus- 
cle spasm about a painful joint by such 
methods would also lessen pain on 
movement. Joint swelling is necessar- 
ily a vascular phenomenon, the result 
of irritated vascular nerve terminals 
rather than a direct effect on synovial 
surfaces. An acute antrum (High- 
more) will often be accompanied by 
neck stiffness and a pain running 
through the occipital region of the 
head. We know of no direct or in- 
direct nerve connection to throw the 
cervical muscles into spasm and we 
must fall back on the circulating toxin 
idea or an indirect nerve stimulation 
(sort of overflow phenomenon ) to ex- 
plain events. Likewise pulpitis or api- 
cal abscess may give a painful stiff 
neck and pains may be felt at the 
terminations of the nerves arising 
from these cervical segments. It is 
well-known that a continuous tooth- 
ache will stimulate the entire nervous 
system until what seems to be a trivial 
pain at first may become intolerable. 
Any slight deviation from the normal 
at other points, under ordinary cir- 
cumstances of no significance, will 
now produce symptoms of importance. 
Nerves become frayed. Gastric symp- 
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toms develop. The meal ordinarily 
‘asily handled lies idly in the stomach 
for hours overtime and one’s appetite 
is lost. The more one studies patho- 
logical dental conditions the more rea- 
son there seems to be to link many 
systemic conditions with these focal 
infections, although we still find many 
orthopedists who, because of the re- 
sults they often obtain with their me- 
chanical appliances, take a very con- 
servative view of such infection. The 
patient’s condition may not warrant 
the extraction of merely 
doubtful teeth, as the shock of such 


wholesale 


operations may be quite serious and 
fatal. other 
branches of 
dentistry is assuming greater impor- 
This consists in caring for the 


even Today, as in 


medicine, preventive 
tance. 
deciduous and permanent teeth both 
in their pre-eruptive and post-eruptive 
state, by a dietary regimen, oral clean- 
liness, vigorous exercise of jaws and 
teeth, 
often best determined with the aid of 
the radiograph. What today seem to 
be hereditary faulty teeth may prove 
tendencies to 


and attention to early caries, 


to be due to familial 
avoiding certain foodstuffs, or tenden- 
cies to faulty hygiene and poor living 
conditions, or exposure to chronic dis- 
“ases. Many are coming back to the 
old-fashioned idea of the importance 
of the action of “sweets” on the teeth. 


Candy before bed-time without thor- 
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ough cleansing of teeth and mouth 
before retiring will produce conditions 
favoring the formation of lactic acid. 
During sleep the flow of saliva is 
greatly diminished and stagnation and 
concentration of deleterious oral pro- 
ducts is the rule. Large amounts of 
candy seem to be directly responsible 
for dental caries, in many cases, per- 
haps often being superimposed on 
faulty dental development. Deciduous 
vulnerable than the 


teeth are more 


permanent set, and often present the 


M. R. 


Jones working in our laboratory has 


appearance of massive decay. 
coined the term “odontoclasia” to de- 
scribe this massive decay of enamel 
and dentine, and will soon publish re- 
sults to that 
in the large amounts we get it here, 
is not the all important factor in prop- 
The problem, 


show sunshine, at least 


er dental calcification. 
considered by some to be a “cut and 
dried” proposition depending upon the 
relationship of anticalcifying agents, 
vitamin D, and sunlight, is still ap- 
parently unsettled. The role of phos- 
phorus in dental metabolism is an- 
other unsolved problem. One can hard- 
ly make a statement with regard to 
anything mentioned here without find- 
ing much difference of opinion. Much 
of the animal experimental work has 
given results which do not seem to 
apply satisfactorily to humans, but 
time may eliminate the discrepancies. 
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Editorials 


THE PASSING OF THE 
NOGUCHI ORGANISM 
OF YELLOW FEVER 


In an article written in 1927 by No- 
guchi for Cecil’s Textbook of Medi- 
cine he states that yellow fever is 
caused by a specific micro-organism, 
Leptospira icteroides, first isolated in 
1918, during an epidemic of yellow 
fever in Quayaquil, Ecuador. The 
organism is present in the circulat- 
ing blood of the patient at least dur- 
ing the first three or four days of the 
illness, and is occasionally found in 
the liver or kidney at autopsy when 
the patient had died early in the dis- 
ease. It can be isolated either from 
the blood of yellow fever patients dur- 
ing the febrile stage, or from the blood, 
liver or kidneys of animals experi- 
mentally infected with the blood of yel- 
low fever patients. It is present in such 
small numbers in the peripheral blood 
that its direct detection microscopical- 
ly is extremely difficult and its trans- 
mission to animals inconstant. It has 
been shown that virulent leptospiras 
are present in the bodies of Aédes 
mosquitoes which have been allowed 
to feed on yellow fever patients or 
experimentally infected animals. The 
blood serum of yellow fever conval- 
escents gives specific immunity reac- 
tions (Pfeiffer phenomenon, agglutina- 
tion) with Leptospira icteroides. The 
pathological changes in yellow fever 
are due to direct invasion by Lepto- 
spira icteroides of certain visceral or- 


gans for which the organism exhibits 
a special preference. ‘The character 
and distribution of the lesions pro- 
duced in susceptible animals by means 
of pure cultures of Leptospira icter- 
oides are practically identical with 
those of human yellow fever. Conval- 
escent serum from yellow fever gives 
a positive Pfeiffer reaction with Lep- 
tospira icteroides, but not with Lepto- 
spira icterohaemorrhagiae, the causa- 
tive agent of infectious jaundice, and 
vice versa; this mode of differentiation 
has been used in some tropical districts 
where cases occured which might be 
either yellow fever or infectious jaun- 
dice. The specific treatment consists 
in the early administration of anti- 
icteroides immune serum in sufficient 
quantity. This is a polyvalent anti- 
serum prepared by injecting cultures 
of Leptospira icteroides into horses. It 
has been used in about 150 cases, with 
reduction of the mortality from the 
usual 50 or 60 per cent to 10 to 15 
per cent. Prophylactic vaccination of- 
fers another means of preventing yel- 
low fever, and consists in the inocula- 
tion of a killed culture of Leptospira 
icteroides. The development of immu- 
nity requires a period of 10-15 days, 
and the duration of protection is prob- 
ably not longer than 5 or 6 months. 
Comparison of case incidence among 
vaccinated and unvaccinated persons 
during epidemics of yellow fever in 
Ecuador, Mexico, Quatemala and 
northern Peru has shown that vaccin- 
ation confers protection against the 
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disease in the majority of instances. 
More recent investigations in Mexico, 
Peru and Brazil have confirmed the 
etiological relationship of L. icteroides 
to yellow fever. The above represents 
Noguchi’s claims for his organism: 
that the Leptospira icteroides is the 
etiologic factor in the production of 
yellow fever, that it occurs in the 
Aédes mosquito, that it produces in 
experimental animals an _ identical 
pathology of that of human yellow 
fever, that the blood-serum of yellow 
fever convalescents gives specific im- 
mune reactions with this organism; 
that the specific treatment of yellow 
fever consists in the early administra- 
tion of a polyvalent antiserum pre- 
pared by the injection of horses with 
cultures of L. icteroides; and that pro- 
phylactic vaccination by the inocula- 
tion of killed cultures of this organ- 
ism confers protection against the dis- 
ease in the majority of instances. If 
these claims made by Noguchi for his 
organism were true it meant that the 
problem of yellow fever was conclu- 
sively settled and that this disease 
could in the future be controlled suc- 
cessfully, another great victory for the 
modern research laboratory. Unfor- 
tunately there were too many weak 
spots in Noguchi’s claims, that in spite 
of the influence of his name and asso- 
ciations led to doubt among many 
workers, particularly the Cuban group, 
Agramonte, Guiteras, Lebredo and 
others. Noguchi’s claim did not fit 
the epidemiological facts, and, it was 
soon discovered, neither the serological 
nor the pathological. Leptospira did 


not conform to what must necessarily 
be characteristic of the yellow fever 
parasite, in view of the former’s al- 
most saprophytic character. The cul- 


tural characteristics of the organism 
and the lesions produced by it in ex- 
perimental animals seemed to the Cu- 
ban workers to be like those of Lep- 
tospira icterohaemorrhagiae of Weil’s 
disease. Leptospira icteroides seemed 
to be infective upon lower animals in 
almost every way rather than through 
the mosquito, while we know that yel- 
low fever is not transmissible in na- 
ture by any other way than through 
the mosquito. In yellow fever the 
virus is not present in the blood after 
the third or fourth day, while in Weil’s 
disease, L.. icterohaemorrhagiae is best 
obtained by injecting a large quantity 
of the patient’s blood into guinea-pigs 
even as late as the eighth or ninth day 
of the disease, in this way resembling 
L.. icteroides. In 1924, Agramonte 
stated that the serologic differences 
between LL. icteroides and L. ictero- 
haemorrhagiae are not pronounced; in 
fact they are no greater than those we 
find between organisms that form part 
of the same group. This question was 
definitely settled by the work of Sel- 
lards and Theiler, who showed that 
an absolute interrelationship exists be- 
tween the two organisms, the serum 
of L. icterohaemorrhagiae causing posi- 
tive Pfeiffer reaction upon L. icter- 
oides, and vice versa. The culture of 
icteroides used for these experiments 
was furnished by Noguchi. Under the 
conditions of their experiments these 
workers found no differences between 
the two leptospira. Other investiga- 
tors, Gray, Carnal, Aitken, Smith, etc., 
obtained negative Pfeiffer reaction up- 
on L. icteroides, using yellow fever 
convalescent serum. The same result 
was obtained with the yellow fever 
convalescent serum at Parahyba, Bra- 
zil, which serum gave no protection 
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against either L. icteroides or L. ictero- 
haemorrhagiae. In a paper read at the 
New Orleans meeting of the College, 
Agramonte summed up the situation 
by saying: The etiologic agent of yel- 
low fever has not yet been demon- 
strated; that the claims of Noguchi 
and his disciples for L. icteroides on 
the specific germ of yellow fever have 
been conclusively disproved, because 
L. icteroides and L. icterohaemor- 
rhagiae show crossed serologic reac- 
tions indicating their identity ; and that 
yellow fever convalescent serum does 
not protect against L. icteroides, while 
serum from convalescents of Weil’s 
disease does protect against both L. 
icteroides and L. icterohaemorrhagiae. 
Further, L. icteroides gradually in- 
creases in numbers in the blood of in- 
oculated animals, while the real yellow 
fever germ disappears from the circu- 
lating blood at the third or fourth day. 
L. icteroides fails to infect mosquitoes 
so that in due time the latter may infect 
man. Finally, 1. icteroides is able to 
penetrate the unbroken skin and pro- 
duce infections, while yellow fever has 
been shown to be non-contagious, even 
through cuts or abrasions of the skin. 
Agramonte concludes therefore, that 
any vaccine or serum prepared with 
I. icteroides can have no value either 
protective or curative as regards yel- 
low fever. As regards the character 
of the pathologic lesions caused by L. 
icteroides in experimental animals, 
Hoffman regarded the changes found 
as typical of Weil’s disease in man. 
Wandstrom found the changes in the 
experimental L. icteroides animals to 
be not as severe or as marked as has 
been reported in human yellow fever 
cases, and as not differing in type from 
those of experimental infectious jaun- 


dice. According to Klotz, the virus 
of yellow fever in West Africa has 
not been demonstrated, although the 
effort has been made by a number of 
investigators to isolate the L. icteroides 
by the Noguchi technique. The qual- 
ity and distribution of the lesions aris- 
ing in West African yellow fever are 
the same as that in America, and we 
are justified in concluding that they 
are one and the same disease; but the 
most careful search of the autopsy 
cases failed to demonstrate the pres- 
ence of the Noguchi organism. Many 
attempts were made to infect guinea- 
pigs, but these were all negative. Inoc- 
culations into Macacus rhesus monkeys 
were made by Stokes and Bauer with 
the first demonstration of successful 
transference of yellow fever to a high- 
ly susceptible animal and its subsequent 
retransfer to new animals by inocula- 
tion and the mosquito. The gross and 
microscopical pathology of the tissues 
in these animals showed all the char- 
acteristic lesions as have been described 
in man. The results obtained by the 
West African workers, thoroughly 
negative as regards the Noguchi or- 
ganism, must be considered the final 
death-blow to Noguchi’s work and 
claims for the Leptospira icteroides as 
the etiological factor of yellow fever. 
The identity of this organism with Lep- 
tospira icterohaemorrhagiae must be 
accepted as proved. The etiological 
problem of yellow fever remains, there- 
fore, still unsolved. For its solution 
we must turn to West Africa, the last 
stronghold of this disease, where the 
first successful transmission of yellow 
fever to an animal with resultant path- 
ologic lesions as seen in human yellow 
fever arouses hope as to the final so- 
lution of this etiological problem. 
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Pulmonary Abscess and Pulmonary Gan- 
grene. Clinical Course and Pathology. 
By B. S. Kline, M.D., and S. S. Berger, 
M.D. (Archives of Surgery, January, 1929, 
p. 481). 

The lesion in many cases of so-called typi- 
cal abscess of the lung has been found to 
be gangrene. Instead of a grayish area of 
suppuration without appreciable odor, the 
lesion is ragged, brownish or greenish and 
penetratingly foul-smelling. The sputum in 
these cases is foul smelling, grayish brown or 
grayish green and contains characteristic 
oral spirochetes, fusiform bacilli and vibrios. 
In case of true abscess, on the other hand, 
it is whitish yellow, mucopurulent or purul- 
ent, without appreciable odor and contains 
pyogenic organisms, usually staphylococci. 
As patients with pulmonary gangrene do not 
respond well to the treatment for abscess 
but are frequently cured by arsphenamine 
therapy the differentiation between these 
two diseases is imperative. A study of the 
cases of pulmonary abscess and gangrene 
observed at Mount Sinai Hospital in Cleve- 
land in the past five years showed 8 cases 
of multiple embolic pulmonary abscesses, 
manifestations of a staphylococcus septicemia 
or pyemia; 9 cases of abscess of the lung 
caused by pyogenic organisms, not associated 
with septicemia or pyemia, and apparently 
aspiratory in type, one third of which fol- 
lowed operation, almost all of which were 
in infants or children; on the other hand, 
pulmonary gangrene occurred almost en- 
tirely in adults and 3 times as frequently 
as aspiratory abscess. About one-half 
the cases of gangrene occurred after opera- 
tion. In both aspiratory abscess and gan- 


of 


grene the lower lobes were more frequently 
involved than the others. 
tients with aspiratory abscess died, whereas 
eleven of fifteen with gangrene of the lung 


Six of nine pa- 


recovered. The striking results in gangrene, 
a much more severe process than abscess, 
were due to the early recognition of the 
disease as gangrene and to the prompt and 
intensive treatment with arsphenamine and 
arsphenamine preparations. The authors con- 
clude that pulmonary abscess and pulmonary 
gangrene are separate entities. In spite of 
distinguishing characteristics these are, how- 
ever, almost universally considered and 
treated as one disease. At the Mount Sinai 
Hospital in Cleveland in the past five years, 
pulmonary gangrene has been observed three 
times as frequently as pulmonary abscess. 
Pulmonary gangrene, although comparative- 
ly a much more severe process than aspira- 
tory abscess, if proper treatment is used, 
offers an even better prognosis than does 
abscess. There is conclusive evidence that 
pulmonary gangrene is caused by a group 
of organisms, notably spirochetes, fusiform 
bacilli and vibrios, aspirated from the oral 
cavity. In cases observed clinically, care- 
ful examination of the sputum is sufficient 
to make possible a differential diagnosis be- 
tween pulmonary abscess and pulmonary gan- 
grene. In cases of pulmonary abscess the 
sputum is whitish yellow, mucopurulent or 
purulent, without appreciable odor, and when 
washed shows pyogenic organisms, usually 
staphylococci. In cases of pulmonary gan- 
grene, on the other hand, the sputum is foul 
smelling, grayish brown or grayish green, 
and when carefully washed and properly 
stained shows the characteristic spirochetes, 
fusiform bacilli and vibrios. As the patients 
with pulmonary gangrene do not respond 
well to the treatment for abscess but are 
frequently cured by arsphenamine therapy, 
the differentiation between these two diseases 
is imperative. Spirochetal pulmonary gan- 
grene may be prevented by proper oral hy- 
giene or therapeutic measures. 
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The Treatment of Arthritis. By Francis 
Cooley Hall (New England Jour. of Med., 
1929, p. 369). 

Hall reports a study of 89 cases of arthritis 
seen in the Out-Door Department of the 
Peter Bent Brigham Hospital. Of these 
cases 80, or 91 per cent, had had the dis- 
ease more than one year when first seen; 
53, or 59 per cent, had had the disease more 
than two years. There were 36 cases who 
had been sufferers from 5 to 15 years. The 
average duration of the disease was about 
5 years. Some of these patients had had 
the arthritis continually active; others had 
had smouldering activity of the disease with 
occasional attacks of acute arthritis. All but 
7 cases seemed to the writer to be metabolic 
in origin, and all but 15 cases in the group 
were diagnosed as atrophic arthritis. In only 
7 cases did the arthritis appear to be at all 
associated with the presence of infection in 
the body or to be of the infectious type. 
Of the 8 cases reported 76 per cent have 
been followed more than one year; 47 per 
cent have been followed two years or more; 
only 7 per cent have been followed less than 
six months. ‘Treatment consisted of doing 
everything possible to improve the general 
health of the patient and correcting any 
abnormality. The correctable factors most 
commonly present were (1) fatigue, (2) 
dietary deficiency, (3) endocrine deficiency, 
(4) constipation, (5) bad body mechanics. 
Deficient diet was especially common. This 
method of attack has led to a good result in 
66 per cent of cases. “Good” means ar- 
rest of the disease or such marked improve- 
ment that arrest appears imminent. There 
were 29 per cent who did fairly well—a total 
helped of 95 per cent. The author feels 
that whatever else is done in the way of 
treatment, these general measures are so 
important as to be a prerequisite to a high 
degree of success in treating arthritis. It 
seems probable that not all arthritis is infec- 
tious in origin, but that other factors such 
as bad body mechanics, deficient diet, difi- 
cient elimination, fatigue, endocrine defici- 
ency, may have some etiological or precipi- 
tating importance. 


The Circulatory Changes Following Full 


Therapeutic Doses of Digitalis. By W. 
Dock and M. L. Tainter, (Proc. of Soc. 
for Exper. Biol. and Med., March, 1929, 
Pp. 524). 

It has been thoroughly established that 
digitalis diminishes the cardiac output of nor- 
mal animals. Recent observers have at- 
tributed this to a direct cardiac action of 
digitalis, but earlier workers showed that 
the action on the peripheral vessels was of 
greater importance. The relationship of the 
vascular changes to cardiac output in intact 
animals has not been clearly established or 
appreciated. Dock and Tainter have meas- 
ured the cardiac output of dogs by the Tick 
and cardiometric methods, and have also 
observed the changes in arterial pressures, 
and peripheral organ volumes. Full thera- 
peutic doses of digitalis produce the follow- 
ing changes in the circulation of morphinized 
dogs: There is an immediate rise in arterial 
and venous pressure together with a vagal 
slowing of the heart and a peripheral vaso- 
constriction. Within 5 minutes the venous 
pressure begins to fall, although arterial 
pressure may rise gradually for over half 
an hour. Severe operative procedures di- 
minish the pressor responses. The diminu- 
tion in cardiac output continues with the 
progressive fall in venous pressure for 2 
hours or more. The vessels of the skin and 
intestine remain constricted, but the spleen 
and liver increase in volume. ‘The latter 
change indicates a pooling of blood in this 
reservoir probably as the result of hepatic 
vein constriction which thus results in di- 
minished venous return to the heart. It is, 
therefore, concluded that the diminution of 
cardiac output following digitalization of 
dogs is due to diminished filling of the heart, 
as the result of diminished venous return, 
which in turn is due to the widespread peri- 
pheral vasoconstriction and redistribution of 
blood. There is no evidence that the re- 
duced blood flow is due to a cardiac action 
of the drug. 


Yellow Fever in West Africa. De Lamar 
Lectures, 1927-28. By Oskar Klotz. 
(Changes in the Liver.) 

The clinical characteristics of West Afri- 
can yellow fever, as well as the gross and 
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microscopical findings coincide with those of 
the disease in the Americas. From the path- 
ological study we arrive at the conclusion 
that yellow fever is an infectious disease 
whose outstanding lesions consist of fatty 
degenerations, necrobiosis and necrosis af- 
fecting in particular the liver, kidney, heart 
and spleen. Other organs and tissues also 
suffer, but this influence upon the organism 
as a whole is much less than that induced 
in the organs named. Yellow fever per se 
does not produce inflammatory processes, and 
in the cases which recover there is no scar- 
ring of the affected organs. Cirrhosis of the 
jiver does not follow yellow fever, nor is a 
contracted kidney a sequel. The injury done 
is upon the parenchymatous tissues; stroma 
and vascular tissues do not respond, and in 
the stage of repair the restitution is ac- 
complished by a regeneration to replace the 
injured cells. The injury to the liver is 
usually the most characteristic and serious 
lesion of the infecting agent. This organ 
suffers an intense destruction of the liver 
cells, beginning in the mid-zonal region, as 
described by Rocha-Lima, and then extend- 
ing into both the central and _ peripheral 
zones. This destructive process may progress 
to such a degree that very few liver cells 
remain. The few living liver cells are to be 
found close to the portal sheath on the outer 
edges of the lobule, and as a rim of scat- 
tered cells about the central vein. Other- 
wise the entire hepatic structure is in a 
stage of necrobiosis and necrosis. The 
liver in yellow fever although suffering ex- 
tensive necrobiosis and necrosis remains nor- 
mal in size or even slightly enlarged. This 
is recognized in the gross specimen and 
on microscopic examination. The lobules 
are not collapsed or shrunken, and the in- 
dividual cells though necrotic are often dis- 
tended and enlarged. The necrotic liver 
cells do not appear readily to undergo auto- 
lysis. This resistance to disintegration may 
be in relation to the peculiar degenerative 
change which the liver cells suffer. In 1800 
Councilman described the liver necrosis aris- 
ing in yellow fever and pointed out that it 
was characterized by the development of 
peculiar acidophilic hyaline globules within 
have 


the cytoplasm of the cells. All who 


studied the pathology of yellow fever have 
commented upon this product, and have noted 
that this hyaline material persists during all 
stages of the disease, as available in human 
These hyaline spherules vary in size 


cases. 
and stain intensely with eosin and other 
acidophilic stains. They have been mis- 


taken for red blood corpuscles by the casual 
observer. In this extensive liver necrosis 
the blood sinuses within the liver lobule are 
distorted but not obstructed. Thromboses 
and inflammation are absent and the struc- 
tures in the portal sheath are undisturbed. 
On the other hand. a disturbance of the 
reticulo-endothelial system in the liver 
(Kupffer cells) is to be seen. This varies 
from a hyperplasia of these cells and a gran- 
ular degeneration to an exfoliation and 
marked fatty degeneration with pigment ac- 
cumulation. The influence of the virus and 
its toxins upon these cells accounts for the 
varying grade of jaundice which accom- 
panies yellow fever Jaundice is a variable 
sign, and may be misleading if one relies 
too strongly upon it in establishing a diag- 
nosis. Although the liver suffers so severely 
in this disease, and the toxins, if such they 
prove to be, appear to have a selective action 
on the liver cells, it has not been possible 
up to the present time to demonstrate the 
presence of an organism in these tissues. 
Fatty degeneration is always present, occur- 
ring more intensely in the cells in necrobiosis. 
In the cases which recover the regeneration 
of the liver parenchyma proceeds with great 
rapidity, and at the end of convalescence all 
of the functions of the liver are restored to 
it. During the height of the attack, bile 
pigment are unable to pass through the liver 
lobule and little or into the 
bowel; bile salts are wanting and a state of 

The condition in the 
almost complete hepa- 
two features the liver 


none passes 
hypoglycemia results. 
patient simulates an 
tectomy. In one or 
of the African negro differs from that of 
the white European or American. It is noted 


that the liver in the adult African very 


commonly shows a grade of cirrhosis of the 
biliary type. This fibrosis may be present 


as localized masses about the channels in 


the portal sheath, and may also show some 


extension into the neighboring lobule. Some- 
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time it is slight and visible only microscopic- 
ally; but frequently too it is demonstrable 
on the cut surface of the fresh liver. Be- 
sides this, the presence of a considerable 
collection of lymphocytes and some plasma 
cells is an almost universal finding in these 
natives. This condition occurs in individ- 
uals dying of causes other than yellow fever. 
A careful study of various portions of the 
liver shows that all lobules do not show 


the yellow fever changes equally. This ir- 
regularity in the intensity of the tissue at- 
tack and the distribution within the liver 
is best seen in these cases in which the le- 


sions are not far advanced. In a number of 
cases the left lobe is less involved than the 
right, and may even escape serious injury 
while the yellow fever lesions are well 
marked in the lobules of the right lobe. 
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The Adrenals. Their Physiology, Pathology 
and Diseases. By May A. Goldzieher, 
M.D., Formerly Professor of Pathology, 
University of Budapest; Director of Lab- 
oratories, United Israel Zion Hospital, 
Brooklyn, New York. 436 pages, 72 fig- 
ures. The MacMillan Company, New 
York, 1929. Price in cloth, $7.50. 

The purpose of this book is to give a full 
monographic description of the adrenal 
glands including their normal and pathologi- 
cal morphology and function, the interpre- 
tation of morphological changes and func- 
tional disturbances and their relation to clin- 
ical medicine. In clinical medicine today 
very little attention is paid to adrenal dis- 
turbances. Practically speaking the only 
item of adrenal pathology which is taken 
into consideration by the average physician 
is that of complete adrenal insufficiency, 
leading to Addison’s disease. Outside of this 
syndrome the idea of adrenal disturbances 
usually does not occur to the practising phy- 
sician or surgeon. This volume is an at- 
tempt to demonstrate from the innumerable 
contributions of many workers and from the 
data added by the author, that quite definite 
conclusions can be drawn in order to estab- 
lish several other syndromes, besides Addi- 
son’s disease, which are by no means as rare 
and unimportant as generally considered. 
Furthermore, in various syndromes which 
are brought about by the impairment of 
other organs than the adrenals, the latter 
also play a secondary role, which deserves 
attention both from a diagnostic and thera- 
peutic point of view. Chapter I is devoted 
to the development of the adrenals; Chapter 
II to their anatomy and histology; Chapter 
III to their physiology; Chapter IV to their 
pathological anatomy; Chapter V to the 
pathophysiology of the adrenal; and Chapter 
VI to organotherapy. An extensive biblio- 


graphy follows constituting nearly one-quar- 


ter of the book, but even in this size lacks 
many references. The offered in 
this book is full and comprehensive, and 
fairly up to date. The endocrinal relation- 
ships of the adrenals are in particular quite 
fully given. The book is illustrated by 
reproductions of photomicrographs, the ma- 
jority of which are very poor. A few do 
not correspond to their legends. Surely it 
is better to leave a book unillustrated than 
to use such poor illustrations as many of 
these in this book. Taken as a whole this 
monograph is of value in that it assembles 
much of the newer knowledge concerning 
the adrenals and their functions into a con- 
venient form for consideration and examina- 
In accomplishing this the author has 
succeeded in showing that Addison’s dis- 
ease is not the only functional disturbance 
of the adrenals of clinical importance. 


material 


tion. 


Youthful Old Age. How to Keep Young. 
By Walter M. Gallichan. With an Intro- 
duction by Thurman B. Rice, A.M., M.D., 
236 pages. The MacMillan Company, 
New York. Price in cloth, $2.50. 

This is an extremely superficial book upon 
old age, relating chiefly to the hygienic man- 
agement of this part of life. The title itself 
shows the lack of a proper scientific under- 
standing of age, for there could be no greater 
misnomer than “youthful” as applied to age. 
For age is not a disease but a normal, na- 
tural process of involution dependent upon 
intrinsic causes and factors destined to re- 
move the individual from this world as soon 
as he has performed his function and is no 
longer useful to the race. Therefore, age 
cannot be youthful; it may be cheerful; but 
to apply the term youthful to this period 
of life is absurd. A youthful old age would 
be truly pathologic. Age is wholly the an- 
tithesis of youth; it is the period of atrophy 
and loss of tissue, of a let-down in all func- 
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tions, particularly in those of nutrition and 
of reproduction; it is the period of chronic 
fatigue and, therefore, a period in which one 
must fight against disillusionment, discour- 
agement or even despair. That this last stage 
of life may be borne with resignation, even 
with a certain degree of cheerfulness is a 
thing to which we all may assent; but to ap- 
ply the term “youthful” to the period of 
senescence is about as foolish an appellation 
as it is possible to use. The discussion in 
Chapter XII on the renewing of youth 
through the operations of Voronoff and 
Steinach is extremely unscientific and un- 
sound. It is evident that the author believes 
in “rejuvenation” although he has no idea 
of what it actually means. Such writing 
upon this subject, in the half-baked way of 
this author, is misleading and even danger- 
ous. There can be no rejuvenation in the 
sense of making an individual young again, 
as Gallichan assumes; it is evident that all 
that is accomplished by these operations is 
but a temporary re-erotization, and such 
may be actually dangerous instead of bene- 
ficial. It is evident throughout this book 
that the author has no scientific knowledge 
or conception of the thing he is writing 
about, old age. He is ignorant of its true 
physiology and pathology. The book is an- 
other one of the semi-popular, hot-air, pseu- 
dohygienic propagandist writings on old age 
and its prevention that are dangerous in 
their unscientific presentation of half-truths. 
The author further shows the alcoholic 
prejudices of his countrymen by his remarks 
upon total abstinence, and the therapeutic 
action of whiskey on old people. In his state- 
ment of Page 7 that “the principal causes 
of an infirm old age are auto-intoxication” 
the author reveals the colossal ignorance 
of the true meaning of age that makes this 
book dangerous. 


Surgical Radiology. By A. P. Bertwhistle, 
M.B., Ch.B., F.R.C.S. (Edin.), Late Resi- 
dent Surgical Officer, General Infirmary 
at Leeds. With an Introduction by D. P. 
D. Wilkie, O.B.E., F.R.C.S., Professor of 
Surgery, University of Edinburg. 142 
pages, 21 illustrations. P. Blakiston’s Son 


& Co., Philadelphia, 1929. Price in cloth, 

$3.50. 

This work is written to meet the demand 
for a book on the interpretation of radio- 
grams. Most books are written from the 
technical standpoint, but in this volume the 
subject is dealt with from the clinical point 
of view. An attempt is made to give brief 
descriptions of the early signs of disease, 
and it is hoped that their brevity will not 
make them appear too dogmatic. The author 
emphasizes the fact that radiology must ever 
be the handmaiden of the clinician; an x-ray 
diagnosis is rarely possible, save with some 
bone conditions. X-rays are often able to 
confirm those early, unobtrusive signs which 
are of such paramount importance if an op- 
eration is to hold out its fullest prospect of 
success. There are ten chapters dealing with 
the skeleton, alimentary system, urinary 
system, nervous system, respiratory system, 
nasal system, dental system, vascular sys- 
tem, thyroid and female generative system. 
The material consists of short concise state- 
ments giving the main facts of what the 
x-rays will show in various conditions. Only 
a very small part of these are illustrated by 
radiograms, so that the descriptions are ver- 
bal rather than pictorial. It is a convenient 
little manual of radiological diagnosis and 
interpretation. 


A Textbook of Oral Pathology. For Stu- 
dents and Practitioners of Dentistry. By 
Russell W. Bunting, D.D.S., D.D.Sc., Pro- 
fessor of Dental Histology and Pathology, 
University of Michigan, Ann Arbor. 495 
pages, 326 engravings, and 1 colored plate. 
Lea and Febiger, Philadelphia, 1929. Price 
in cloth, $7.00. 

The purpose of this book is to present, 
in as clear and concise a manner as is pos- 
sible, the nature and significance of the vari- 
ous diseases of the oral cavity which are 
not fully treated in works on general pathol- 
ogy. In its preparation the author has had 
in mind, particularly, the students and the 
practitioners of dentistry, who, having had 
some preliminary training in the field of 
general pathology, desire to acquaint them- 
selves with the present knowledge concern- 
ing those disease which are related to their 
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own special field of activity. A conscientious 
effort has been made not to lead the reader 
too far afield in speculation and theorization, 
but rather to state only those principles 
which are fairly well established, and as 
far as possible, to correlate the material pre- 
sented in such a manner that it may be easily 
grasped. The plan of the book is, as fol- 
lows: following an introduction, Chapter II 
considers the abnormal development and ar- 
rangement of the oral tissues; Chapter III 
treats of abnormalities of dentition; Chapter 
IV considers malocclusion of the teeth and 
dento-facial deformities and is written by 
B. E. Liescher; Chapter V treats of ab- 
normalities in the teeth; Chapter VI of mi- 
croscopic malformations of the teeth; Chap- 
ter VII of organic and inorganic accretions 
of the teeth; Chapter VIII of abrasion and 
erosion of the teeth; Chapter IX is taken 
up with the subject of dental caries; Chapter 
X with the pathology of dental caries ; Chap- 
ter XI with diseases of the dental pulp; 
Chapter XII with diseases of the peridental 
membrane; Chapter XIII treats of peridental 
diseases beginning in the gingival tissues; 
Chapter XIV of pyorrhea alveolaris and 
pericemental abscess; Chapter XV of sto- 
matitis; Chapter XVI of oral diseases as 
foci of general infection and Chapter XVII 
of tumors of the oral cavity. The book is 
well written in a clear and concise style; the 
material is well chosen, and the abundant 
illustrations are selected and for the 
most part very good. 


well 


Diseases of the Liver, Gall-bladder and Bile- 
ducts. By Sir Humphrey Rolleston, Bart., 
K.C.B., M.D., Hon.D.Sc., D.C.L., LL.D., 
Regius Professor of Physics in the Uni- 
versity of Cambridge, Emeritus Physician, 
St. George’s Hospital, Sometime Presi- 
dent of the Royal College of Physicians 
of London; and John William McNee, 
D.S.O., M.D., D.Sc., F.R.C.P., Associate 
Physician to University College Hospital. 
Third Edition, 889 pages, 87 illustrations. 
MacMillan and Company, Lt., London, 
1929. Price in cloth, $16.00. 

The first edition of the book appeared in 

1905, and the second in 1912. In the last 


fifteen years the advances of knowledge in 


the subject, especially in connection with 
jaundice, the functional tests for hepatic 
disorder and cholecystography have been so 
considerable that many changes and addi- 
tions have been necessary, and these have 
not been confined to the text, but apply 
also to the illustrations, of which 54 are 
new ones. It has also seemed advisable to 
add summaries of the anatomy and physi- 
ology of the liver and biliary tract, to assist 
in the explanation of changing conceptions 
of hepatic and biliary disease. Alterations 
in classification and nomenclature are inevit- 
able, but in such a transitional period these 
must be gradual to prevent confusion. As 
is usually the case it would have resulted in 
a work of greater unity, had this book been 
entirely rewritten instead of patching old 
material with new. The joints and patch- 
work show all too plainly. The first edi- 
tion of this book was a very valuable con- 
tribution, based as it was upon a carefully 
worked-up literature. The same cannot be 
said for the present edition. The literature 
on hepatic disease of the last fifteen years 
has not been as carefully reviewed, and there 
are numerous omissions of important work. 
With the exception of the modern discus- 
sion on jaundice, to which especial attention 
has been paid, much of importance has been 
overlooked in the recent literature, particu- 
larly with reference to the general pathology 
The illustrations are of un- 
value. The book is well proof-read 
and printed. As a survey of the older 
literature on hepatic disease it still is of 


of the organ. 


even 


value. 


Ouain’s Anatomy, Volume IV, Part III. The 
Heart. By Thomas Walmsley, M.D., Pro- 
fessor of Anatomy, Queen’s University of 
Belfast. Eleventh Edition. 152 pages and 
4 coloured figures, 80 figures. Longmans, 
Green and Co., London, New York, Tor- 

Price in cloth, $6.00. 

The present volume is a memoir on the 
human heart. It was originally intended 
that Part III of Volume IV of the present 
edition should embrace the whole subject 
of angiology. On mature consideration, how- 
ever, it decided that there was not 
sufficient new material concerning the ar- 


onto. 


was 
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teries and veins as to warrant this. Matters 
were different as far as the heart is con- 
cerned, as much new work has been done 
on the anatomy of the heart, and in certain 
of its aspects the subject is of importance 
to the physician as well as to the anatomist. 
It was decided, therefore, that the chapter 
on the heart, which was undertaken by Pro- 
fessor Walmsley, should be issued in some- 
what altered form as an independent mono- 
graph, and that the remaining sections be 
dropped. The section on the lymphatics, 
which was written by Professor Blair, will 
appear elsewhere. This volume therefore 
brings the present edition to a close, and 
it is the hope of the editor that it will prove 
of value to the clinician as well as to the 
anatomist, both for the information made 
available for reference, and for the accounts 
furnished by the author of the genetic sys- 
tem, the vascular arrangements, and other 
important topics. A full bibliography is 
given, which it is hoped will be useful to 
workers on the subject. This is an excellent 
treatment of the anatomy of the human 
heart. The material is full and up-to-date, 
and the illustrations are excellent. It will 
be very useful to the physician as well as 
to the student of anatomy. 


Clinical Electrocardiograms. Their Inter- 
pretation and Significance. Mayo Clinic 
Monograph. By Frederick A. Willius, 
B.S., M.D., M.S. in Medicine, Section on 
Cardiology, The Mayo Clinic, Rochester, 
Minnesota and Associate Professor of 


Medicine, The Mayo Foundation, Univer- 
sity of Minnesota. 219 pages, 368 illus- 
trations. W. B. Saunders Company, Phila- 
delphia and London, 1929. Price in cloth, 
$8.00. 


In the preparation of this book the author 
has attempted to present clinical electro- 
cardiography in a graphic manner, and he 
hopes that the illustrative examples may aid 
those whose experience in this field is limited. 
The attempt has been made not only to pre- 
sent typical records of cardiac disorders, but 
also to present records which exhibit transi- 
tional changes. The text of the book is de- 
voted entirely to the reading of the records 
and their clinical significance. There is no 
discussion of the technique of electrocardi- 
ography, the preparation of records, theory 
or the many controversial questions. The 
illustrations have been chosen carefully from 
a large material, and are accompanied by 
detailed legends. Since the object of the 
book is not only to present records and the 
principal facts regarding their interpreta- 
tion, but also to aid the reader in pursuing 
phases in which he is especially interested, 
a full bibliography has been added. This 
book will be of especial interest to the car- 
diologist for comparative study of records; 
and also of great value to the medical stu- 
dent who is just taking up the study of 
electrocardiograms. The many records giv- 
en here will aid him in interpretation and in 
acquiring a familiarity with electrocardio- 
graphic phenomena. 
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CONSTITUTION AND BY-LAWS 
OF THE 
AMERICAN COLLEGE OF PHYSI- 
CIANS 
CONSTITUTION 


ARTICLE I 
NAME 
The name of the corporation shall be the 
American College of Physicians. 


ARTICLE II 

The American College of Physicians is 
incorporated under the laws of the State of 
Delaware. The location of the corporate 
office is DuPont Building, 7 West Tenth 
Street, in the City of Wilmington, County 
of New Castle, Delaware. The name of 
the agent therein and in charge thereof is 
the Corporation Trust Company of America. 


ARTICLE III 
OBJECTS 

Section 1. The object of the American 
College of Physicians shall be to establish 
an organization composed of qualified in- 
ternists of high standing who shall meet 
from time to time for the purpose of con- 
sidering and discussing medical and scien- 
tific topics, and who through their organiza- 
tion shall attempt to accomplish the further 
purposes of: (a) maintaining and advanc- 
ing the highest possible standards in medical 
education, medical practice and clinical re- 
search; (b) perpetuating the history and 
best traditions of medicine and medical 
ethics, and (c) maintaining both the dignity 
and the efficiency of Internal Medicine in its 

relationship to public welfare. 


Powers 


Section 2. Acting through its Board of 


Regents and Officers, subject to the powers 
and restrictions of its certificate of incor- 
poration, and its By-Laws, the College is 
empowered to do all and only such acts as 


are necessary or convenient to the attain- 
ment of the objects and purposes herein set 
forth, and to the same extent and as fully 
as any natural person might or could do; 
to purchase, lease, hold, sell, mortgage, or 
otherwise acquire or dispose of real or per- 
sonal property; to enter into, make, per- 
form or carry out contracts of every kind 
with any firm, person, corporation or asso- 
ciation; to do any acts necessary or ex- 
pedient for carrying on any or all of the 
objects and purposes of the corporation not 
forbidden by the certificate of incorporation, 
or its By-Laws, or by the laws of the State 
of Delaware; to have offices and promote 
and carry on its objects and purposes within 
or without the State of Delaware, in other 
States, the District of Columbia, the terri- 
tories or colonies of the United States. The 
corporation shall not have any capital stock, 
nor shall it be conducted for the purpose of 
financial profit. 

Section 3. The corporation 
Masters and Fellows. 
may also elect Associates who, 
shall not be members of the corporation nor 
have a right to vote. 

The College shall vest its general man- 
agement in a Board of Governors and in a 
Board of Regents. 


ARTICLE IV. 


MEMBERSHIP 
the American 


shall con- 
The College 


however, 


sist of 


Members of College of 


Physicians shall be of two classes: (a) 
Fellows, and (b) Masters. 
(a) Fellows. Fellows shall be members 


of the medical profession engaged as prac- 
titioners, teachers or research workers in 
Internal Medicine, or in an allied specialty, 
who shall have been elected in accordance 
with the By-Laws and such additional rules 
as the Board of Regents may from time to 
time adopt—the By-Laws and such addi- 
tional rules being intended to insure the elec- 
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tion only of internists of such high qualifi- 
cations, personal and professional, as would 
entitle them to be rated as fully qualified 
Fellows. 

Fellows shall be authorized to use the 
letters F. A. C. P. after their names on pro- 
fessional cards, in professional directories 
and in professional publications. 

Fellows shall have the right to vote and 
to hold office. 

(b) Masters. Masters of the American 
College of Physicians shall be those who 
have attained the rank of Fellows, and who 
on account of personal character, positions 
of influence and honor, eminence in practice 
or in medical research, or other attainments 
in science or in the art of medicine are 
recommended by the Committee on Creden- 
tials to the Board of Regents for special 
and well-earned distinction. Such Masters 
shall be designated as Masters of the Amer- 
ican College of Physicians, and shall be 
authorized to use the letters M. A. C. P. in 
connection with scientific publications, at 
professional and academic functions and in 
connection with their professional activities. 

Masters shall have the right to votte and 
to hold office. 

ARTICLE V 
ASSOCIATE MEMBERSHIP 

Section 1. Associates shall be members 
of the medical profession engaged as prac- 
titioners, teachers or research workers in 
Internal Medicine, or in an allied specialty, 
who shall have been elected in accordance 
with the By-Laws and such additional rules 
as the Board of Regents may from time to 
time adopt—the By-Laws and _ additional 
rules being intended to insure the election 
to Associateship only of persons whose 
qualifications are such as to give promise 
of such subsequent development within the 
time specified in the By-Laws as would en- 
title them to election to Fellowship. It is 
intended that Associateship shall be in ef- 
fect a probationary status from which the 
holder may be elevated to Fellowship, within 
a specified period of time, upon presenting 
the evidence of possessing the qualifications 
required for election to Fellowship. 

Secrion 2. Associates shall receive all 
publications of the College, and may par- 


ticipate in the annual Clinical Session of 
the College, but they shall not be permitted 
to vote or to hold office. 
ARTICLE VI 
AMENDMENTS 
Proposed amendments to this Constitution 
shall first be submitted to the Board of Re- 
gents for its recommendation. The recom- 
mendation of the Board of Regents shall 
then be presented to the members of the 
College for their consideration at least thirty 
days before the annual meeting either 
through the official publications of the Col- 
lege or by letter. 
A two-thirds vote of the members voting 
at an annual meeting shall be necessary to 
adopt an amendment. 


BY-LAWS 
ARTICLE I 


OFFICERS 

Section 1. The Officers of the American 
College of Physicians shall be a President, 
a President-Elect, a First Vice-President, a 
Second Vice President, A Third Vice Presi- 
dent, a Secretary-General, an Executive 
Secretary and a Treasurer. 

Section 2. The President-Elect, the First 
Vice President, the Second Vice President 
and the Third Vice President shall be elect- 
ed at the annual meeting of the College, each 
for a term of one year or until his successor 
is elected. The President-Elect shall enter 
upon his duties as President at the annual 
meeting following his election. The Secre- 
tary-General and the Treasurer shall be ap- 
pointed by the Board of Regents for a term 
of one year or until their successors are 
chosen. The Executive Secretary shall be 
appointed by the Board of Regents. 

Section 3. The President of the College 
shall preside at all regular and special meet- 
ings of the College and Board of Regents, 
and at all convocations for the conferring of 
certificates of “Master” and “Fellow.” He 
shall be an ex-officio member of all stand- 
ing committees. He shall appoint within 
one month after induction ta office a Nomi- 
nating Committee of five, composed of two 
members of the Board of Regents, two 
members of the Board of Governors and 
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one Fellow at large, whose duty it shall be 
to nominate candidates for the elective of- 
fices, Board of Regents and Board of Gov- 
The selection of nominees for the 
made 


ernors. 
Board of Governors shall be 
due consideration of suggestions of members 
from the respective states, provinces or 
districts which will be represented by the 
nominees, if elected. The list of nominees 
for President-Elect and for the first, sec- 
ond and third Vice Presidents shall be sub- 
mitted to all the Masters and Fellows of 
the College at least one month before the 
annual meeting, and the election of all nomi- 
nees shall be by the members of the College 
This 


from the 


after 


at its annual business meeting. does 


not preclude nominations made 
floor at the annual meeting itself. 

Section 4. The President-Elect shall keep 
in close touch with the affairs of the Col- 
lege. He shall be a member of the Board 
of Regents, and meet with important com- 
mittees. 

SecTIon 5. The First 
shall assume the duties of the President in 


Vice President 
the event of the death, resignation or ab- 
sence of the President. 

Section 6 The Second Vice President 
shall assume the duties of the First Vice 
President in the event of the death, resigna- 
tion or absence of the First Vice President. 

Section 7. The Third Vice President 
shall assume the duties of the Second Vice 
President in the event of the death, resigna- 
tion or absence of the Second Vice Presi- 
dent. 

Section & The shall 
be the adviser to the Executive Secretary. 
Het and all official 
documents. 


Secretary-General 


shall sign certificates 
The Executive Secretary shall 
of the College. 


Board of 


SECTION 0. 
be the business 
Under the direction of the 
gents he shall have supervision of activities 
and business affairs of the College. He 
shall: (1) act as Secretary to the Board of 
Regents, the Executive Committee and the 
Board of Governors; (2) direct the execu- 
tive offices of the College, maintaining all 
records such as those of membership, in- 
ventories and accounting; (3) collect initia- 
tion fees and dues; (4) prepare a budget 


manager 
Re- 
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covering all expenditures for the organiza- 
tion, said budget to be approved by the 
Board of Regents or Executive Committee; 
(5) issue all vouchers for payment of bills 
on budget authorization; (6) in the 
Treasurer's accounts; (7) 
et cetera, of 


assist 
auditing of the 
mail notices, announcements, 
all regular or special meetings of the Col- 
lege to all members of record; (8) under 
the direction of the Board of Regents, pro- 
vide for and have charge of (a) convoca- 
tions, and (b) annual Clinical Sessions; (9) 
perform such other duties as are assigned 
to him by the various governing bodies of 
the organization. 

He shall be bonded in the 
Thousand Dollars, or in such sum as may 


sum of Five 
be designated by the Executive Committee, 
premium for same to be paid by the Col- 
lege. 

Section 10. The Treasurer shall receive 
all funds of the College and disburse the 
same on checks, signed by him, upon voucher 
signed by the Executive Secretaary. He 
shall make a report in writing to the 
of Regents of the moneys received and ex- 
pended, furnishing a detailed statement of 
the financial condition of the College at each 
annual meeting. The Treasurer shall fur- 
nish a bond to the Board of Regents in 
the sum of Ten Thousand Dollars, or in 
such sum as may be designated by the Board 
of Regents, for the faithful performance of 
his trust, premium upon same to be paid 


by the College. 


3oard 


ARTICLE II 

BoarD OF REGENTS 
Section 1. The Board of Regents shall 
consist of twenty-three members as follows: 
The President, the President-Elect, the Vice 
Presidents, Secretary-General, Treasurer, 
Chairman of Board of Governors and fif- 
teen members elected from among the Mas- 
ters and Fellows. 

Section 2. The Executive Secretary of 
the corporation shall be the Secretary of 
the Board of Regents. 

Section 3. The members of the 
of Regents shall each serve for a term of 
three years, and not more than two consecu- 
The duties of the Board of Re- 


Board 


tive terms. 
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gents shall be those ordinarily performed by 
a board of directors of a corporation, name- 
ly: to transact all detail business required 
to carry out the objects of the organization; 
to regulate and to conserve the property in- 
erests of the College; to fix initiation fees 
and annual dues of members; to adopt, from 
time to time, rules and regulations for the 
election of Fellows and Associates supple- 
mentary to the regulations contained in the 
By-Laws; to create, appoint and direct all 
standing committees; to elect editors and 
committees on publication for all publica- 
tions of the organization; to call all meet- 
ings of the corporation not already pro- 
vided for; to make arrangements through 
the Executive Secretary for convocations, 
the annual Clinical Session, and other meet- 
ings; to elect Masters, Fellows and Asso- 
ciates ; and to transact all business not other- 
wise provided for that may pertain to the 
organization. 

Section 4. The Board of Regents shall 
appoint a Committee on Credentials for Fel- 
lowship whose duty it shall be to pass upon 
the qualifications of those proposed for Fel- 
lowship and recommend those considered 
eligible to the Board of Regents. This Com- 
mittee shall meet annually with the Commit- 
tee on Credentials for Associateship for joint 
discussion of the proper interpretation of 
established standards of eligibility. 

Section 5. Seven members of the Board 
of Regents shall constitute a quorum for 
the transacttion of business. 

Section 6. Regular meetings of the 
Board of Regents shall occur at least once 
annually at the call of the President. Special 
meetings may be convened at any time by 
the President and the Secretary-General, or 
on a request made in writing, and signed by 
fifteen members of the Board of Governors, 
or by twelve members of the Board of Re- 
gents. 

Section 7. No elective officer or mem- 
ber of the Board of Regents shall be a 
member of the Board of Governors at the 
same time. 

Section 8. In the event of death or 
resignation of any member of the Board of 
Regents, his successor shall be elected at 


the next regular business meeeting of the 
College, but the Board of Regents may ap- 
point a Master or Fellow to serve as Regent 
until this election shall have taken place. 


ARTICLE III 


Executive CoMMITTEE 

Section 1. The Board of Regents shall 
elect annually, by ballot, five of its members 
who, together with the President, President- 
Elect, Secretary-General and Treasurer, 
shall constitute an Executive Committee. 
Members of the Executive Committee shall 
be eligible for re-election. 

SECTION 2. The Executive Secretary shall 
be Secretary of the Executive Committee. 

Section 3. During the intervals between 
the meetings of the Board of Regents, the 
Executive Committee shall exercise all the 
powers of the Board of Regents in the man- 
agement and direction of the business and 
the conduct of the affairs of the corpora- 
tion; except that it shall not have the power 
to elect Masters, Fellows or Associates, or 
to regulate initiation fees or annual dues. It 
shall keep a record of its proceedings and 
report the same to the Board of Regents 
at the next succeeding meeting for its ap- 
proval. It may, at its discretion, appoint 
such sub-committees as it may deem neces- 
sary or desirable for the proper transaction 
of the business of the corporation. It may 
adopt rules and regulations for the conduct 
of its meetings and activities, not incon- 
sistent with the By-Laws of the College and 
the laws of the State under which the Col- 
lege is incorporated. It may hold its meet- 
ings at such place or places as it may from 
time to time determine. A majority of the 
Executive Committee shall constitute a 
quorum for the transaction of business. 


ARTICLE IV 


Boarp oF GOVERNORS 

Section 1. At the annual meeting of the 
American College of Physicians, the Mas- 
ters and Fellows in open session shall elect 
certain of their members to serve on the 
Board of Governors each for a term of 
three years, as follows: One from each 
State and Territory in the United States 
and its possessions; one from each province 
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in Canada, and one or more from Mexico, 
Cuba and other countries of the American 
Continent as shall be determined by the 
Board of Regents; one each from the 
United States Army, Navy and _ Public 
Health Service, and one each from the 
Canadian Army, Navy and Public Health 
Service. 

In order to preserve the continuity of the 
Board of Governors, upon the adoption of 
this section, the members shall be divided, 
by lot, into three classes, each class having 
approximately the same number. The term 
of office of those members in Class One 
shall expire in 1928; of Class Two in 1929, 
and of Class Three in 1930. The tenure of 
office of members elected to succeed the 
present members of the Board of Governors 
shall be three years. 

Upon the recommendation of the Board 
of Regents and the affirmative action of the 
College at the annual meeting, the number 
of Governors may be increased by the elec- 
tion of an additional member, or members,, 
to represent a State or Territory, or other 
geographical unit, in which on account of 
extent or population it is desirable to have 
additional members for the better conduct 
of the work of the Board of Governors. 
Such additional representation should be 
geographically distributed in a manner best 
to fulfill the purpose indicated. The term 
of new Governors elected in accordance with 
this provision shall be regulated so as to re- 
tain equal distribution and rotation in each 
group as previously provided. 

Should there be no Master or Fellow in 
any state, territory, province or public serv- 
ice entitled to representation as herein pro- 
vided for, then such place on the Board of 
Governor shall remain vacant until such 
state, territory, province or public service 
The President shall fill all 
vacancies in the current membership of the 
Board of who 
States of the United States, or the Provinces 


has qualified. 


Governors represent the 
of Canada, or other territories, due to death, 
resignation or other cause, until such time 
as successors shall have been elected in the 
regular manner. 

Governors 


Board of 
shall meet in executive session annually at 


Section 2. The 
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the time and place of the annual meeting of 
the American College of Physicians for the 
transaction of such business as may come 
before it. Such business shall include: (1) 
the passing upon the qualifications of candi- 
dates for Associateship who have been rec- 
ommended by the Committee on Credentials 
of the Board of Governors and the recom- 
mendation of those applicants who have re- 
ceived favorable endorsement to the Board 
of Regents for election; (2) other routine 
business which may be brought before it by 
the corporation or the Board of Regents. 

Annual meetings shall be called by the 
Executive Secretary at the direction of the 
Chairman of the Board of Governors. Spe- 
cial meetings of the Board of Governors 
shall be called by the Executive Secretary at 
the direction of the Chairman of the Board 
of Governors at any other time, at the re- 
quest of the Board of Regents or fifteen 
members of the Board of Governors. 

Section 3. The Board ot Governors 
shall organize and elect its own Chairman 
and Vice Chairman, the same to serve for 
terms of three years. Should the member- 
ship of the Chairman or the Vice Chairman 
in the Board of Governors terminate, the 
office of Chairman or Vice Chairman shall 
thereby automatically become vacant. 

Section 4. The Chairman of the Board 
of Governors shall be a member of the 
Board of Regents. With the exception of 
the chairman of the Board of Governors, 
no Governor shall be a member of the Board 
of Regents at the same time. 

Section 5. The Executive Secretary of 
the College shall be the Secretary of the 
Board of Governors. 

Section 6. The Board of 
shall appoint a Committee on Credentials 


Governors 


for Associateship whose duty it shall be to 
pass upon the qualifications of applicants 
for Associateship and recommend those con- 
sidered eligible to the Board of Governors 
for endorsement and recommendation to the 
Board of Regents for election. 

This Committee shall meet annually with 
the Committee on Credentials for Fellow- 
ship for joint discussion of the proper in- 
terpretation of established standards of eli- 
gibility. 
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Section 7. Fifteen members of the 
Board of Governors shall constitute a 
quorum for the transaction of business. 
Voting by proxy shall not be allowed. 


ARTICLE V 


ELEecTION OF FELLOWS 

Section 1. A Fellow of the College shall 
have met the following qualifications and 
requirements: (a) He shall be more than 
29 years of age; 

(2) He shall be the possessor of a di- 
ploma conferring the degree of M.D., M.B., 
or M.D.C.M., from a medical school ac- 
ceptable to the Board of Regents, and re- 
ceived at least five years prior to the time 
of his election; 

(c) He shall be a member in good stand- 
ing in his local, State and national medical 
societies, except in the case of those not en- 
gaged in practice, such as full-time teachers, 
research workers, etc.; 

(d) If a practitioner, he shall be a licen- 
tiate to practice medicine in his respecive 
State or Province, or a Medical Officer in 
tthe Governmental Service, either of the 
United States or of the Dominion of Can- 
ada, in American or Foreign Service; if not 
a practitioner, he shall be engaged either in 
scientific medical research or in teaching in 
a hospital or institution recognized by the 
Board of Regents; 

(e) He shall in no wise, directly or in- 
directly, either personally or in connection 
with a firm or institution, be engaged in the 
improper exploitation of medical service or 
the results of medical research. 


PROPOSAL 

Secrion 2. His name shall be proposed 
in writing by a Master or Fellow of the 
College, not an officer or member of the 
Board of Regents; it shall be seconded by 
another Master or Fellow, and endorsed by 
the member of the Board of Governors 
from the State or Province in which he re- 
sides, or by the Surgeon-General of the 
Public Service of which he is a member, or 
by an officer of the College, or by a mem- 
ber of the Board of Regents. His nomina- 
tion must be accompanied by a_ written 
statement made both by the proposer and 
ceconder, containing all of the necessary 


qualifications of the candidate. Further, the 
name of the candidate shall be sent to each 
Fellow in the candidate’s locality, with a re- 
quest for comments as to the candidate's fit- 
ness. The proposer must, moreover, be pre- 
pared to add such further information as 
may be requested by the Committee on Cre- 
dentials. 
PROFESSIONAL QUALIFICATIONS 

SEcTION 3. (a) In the case of practi- 
tioners without teaching or important hos- 
pital positions, or of candidates not engaged 
in the practice of Clinical Medicine (labora- 
tory workers, including roentgenologists), 
the presentation of an adequate number of 
case reports and autopsies shall be strictly 
enforced, along with all other necessary in- 
formation as to fitness, unless the candi- 
date’s nomination is accompanied by a satis- 
factory thesis or by publications of sufficient 
number and character to qualify him for 
Fellowship. 

(b) In case of the nomination of candi- 
dates who are teachers, detailed information 
shall be required as to the character of the 
teaching position held, also previous posi- 
tions, type of teaching, and publications. 
The mere holding of the title of teacher in 
any institution shall not be accepted with- 
out further consideration. 

(c) In the case of candidiates nominated 
by reason of the holding of important hos- 
pital poositions apart from teaching, the 
duration of hospital service, the number of 
beds under the candidate’s personal care, 
and oher pertinent details concerning the 
character of the candidate’s clinical work 
and publications must be furnished by the 
proposer. 

After 1931, a candidate for Fellowship 
shall be eligible only if already an Associate, 
except upon recommendation of the Com- 
mittee on Credentials, by reason of very 
special qualififications. 

Nominations, with all required data per- 
taining thereto, shall be submitted through 
the Executive Secretary’s office at least 
thirty days in advance of the meeting at 
which they are to be considered. 

The credentials of candidates for Fellow- 
ship shall be considered first by the Com- 
mittee on Credentials for Fellowship, which 
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Committee shall report to the Board of 
Regents for election, deferment or rejection. 

Successful candidates shall be so notified 
immediately, after their election, and shall 
be urged to attend the next succeeding Con- 
vocation, when Fellowships will be formally 
conferred. The official Fellowship Certifi- 
cate, signed by the President and the Secre- 
tary-General, shall be issued following the 
Convocation. Acknowledgment of its re- 
ceipt shall be made upon an official card, 
signed and dated by each Fellow, and re- 
turned to the Executive Secretary, to be 
added to the official College roll. 


ARTICLE VI 
ELECTION OF ASSOCIATES 

Section 1. An Associate of the College 
shall have met the following qualifications 
and requirements : 

(a) He shall be more than 26 years of 
age; 

(b) He shall be the possessor of a di- 
ploma conferring the degree of M.D., M.B., 
or M.D.C.M., from a medical school ac- 
ceptable to the Board of Regents, and re- 
ceived at least three years prior to the time 
of his election; 

(c) He shall be a member in good stand- 
ing in his local, State and national medical 
societies, except in the case of those not 
engaged in practice, such as full-time teach- 
ers, research workers, those holding official 
hospital positions, etc. ; 

(d) If a practitioner, he shall be a licen- 
tiate to practice medicine in his respective 
State or Province, or a Medical Officer in 
the Governmental Service, either of the 
United States or of the Dominion of Can- 
ada, in American or Foreign Service; if not 
a practitioner, he shall be engaged in an of- 
ficial institutional position in one of the ac- 
cepted branches of Internal Medicine or in 
medical research; 

(e) He shall in no wise, directly or in- 
directly, either personally or in connection 
with a firm or institution, be engaged in the 
improper exploitation of medical service or 
the results of medical research. 


PROPOSAL 


Section 2. His name shall be proposed, 


seconded and endorsed in the same manner 
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as candidates for Fellowship, and his pro- 
poser must submit evidence that he is en- 
gaged in Internal Medicine or an allied spe- 
cialty, or in equivalent research work, with 
the intent of pursuing such work as a per- 
manent career. After 1931, he may be re- 
quired to present himself for personal ex- 
amination, the character of which shall be 
determined by the joint Committees on Cre- 
dentials. 

candidates for Asso- 
first by the 


The credentials of 
ciateship shall be considered 
Committee on Credentials for Associateship, 
which Committee shall report to the Board 
of Governors for confirmation or rejection. 
The Board of shall transmit 
names confirmed to the Board of Regents 
for election, deferment or rejection. 

Successful candidates shall receive at once 
from the Board of Regents through the 
Executive Secretary an appropriate official 
notification of the fact that they have been 
elected Associates of the College. 

TERM OF ASSOCIATESHIP AND ELIGIBILITY 


Governors 


FOR FELLOWSHIP 


Section 3. Candidates elected after the 
adoption of this section (April, 1929), shall 
be elected for a term of five years. 

An Associate so elected shall be eligible 
for election to Fellowship at the end of 
three years after his election to Associate- 
ship. At the expiration of three years, he 
shall be notified in writing by the joint Com- 
mittees on Credentials of his eligibility for 
election to Fellowship during the next two 
years, provided he shall meet within that 
time the requirements necessary for Fellow- 
ship. If not elected to Fellowship within 
five years, his Associateship will automati- 
cally cease. 

ARTICLE VII 

FEEs 

The annual dues or the Life 
Membership fee shall entitle each Master, 
Fellow and Associate to privileges of mem- 
bership of his respective class, to the bene- 
fits of the Clinical Session and to the of- 
ficial publications of the College. 


SECTION I. 


Masters, Fellows and Associates of the 
College shall not be required to contribute 
fees to the College after attaining the age 
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of 65 years, or after they have submitted 
satisfactory evidence to the Board of Re- 
gents to show that they have retired from 
the active practice of medicine or from 
scientific medical research. 

At the discretion of the Board of Regents, 
without publicity, initial fees or annual dues 
may be remitted, in whole or in part, as in 
case of men engaged in purely scientific re- 
search, full-time medical teaching, the pub- 
lic service, or in the event of any Master, 
Fellow or Associate suffering serious dis- 
ability or financial reverses. In case of 
change of status to private practice or simi- 
larly remunerative occupation, the Board of 
Regents may require the payment of the 
usual annual dues. 


ARTICLE VIII 


ENDOWMENT FuND 

It shall be the duty of the Board of Re- 
gents to provide a plan for securing an ade- 
quate endowment, the principal of which 
shall be held intact and invested in securi- 
ties approved by the Board of Regents, 
while the income shall be available for 
carrying out the purposes of the organiza- 
tion. Such endowment fund shall consist 
of: (1) all moneys received for Life 
Membership in the College; (2) such 
moneys as may be set aside by the Board 
of Regents from time to time from the 
funds of the College, and (3) such moneys 
as may be donated directly to the fund. 


ARTICLE IX 


Section 1. The Board or Regents, 
through the Executive Secretary, shall issue 
from time to time a Directory of the Col- 
lege containing the names and addresses of 
the Masters, Fellows and Associates of the 
American College of Physicians arranged 
by States, Provinces and colonies. 

Section 2. The Board of Regents shall 
publish a journal devoted to the advance- 
ment of Internal Medicine. Other publica- 
tions may be authorized from time to time 
by the Board of Regents when it seems de- 
sirable or expedient so to do. 

Section 3. The Board of Regents shall 
appoint editors and editorial boards to carry 
out these provisions. 


ARTICLE X 
BusINEess MEETING 

A business meeting of the College shall 
be held each year, during the week of the 
annual Clinical Session, for the election of 
officers, Regents and Governors, and for 
the transaction of such other business as 
may be necessary. 


ARTICLE XI 
ANNUAL CONVOCATION 

Section 1. The College shall hold an an- 
nual convocation for the purpose of con- 
ferring the certificate “Master” and “Fel- 
low” upon candidates who have been rec- 
ommended by the Board of Regents. A 
Presidential address will be delivered on this 
occasion. 


ARTICLE XII 
ANNUAL CLINICAL SESSION 

Section 1. The College shall conduct an- 
nually in a recognized medical center a ses- 
sion of clinics, lectures and demonstrations 
devoted to subjects of particular importance 
to those interested in Internal Medicine and 
its branches. The Clinical Session is in- 
tended primarily for the benefit of the mem- 
bers of the College, and Associates, but phy- 
sicians and other scientists who are not 
members or Associates, may, upon invitation 
by the Board of Regents, attend as guests. 

Section 2. The Board of Regents shall 
be responsible for the conduct of the Clin- 
ical Session. It shall provide a Chairman 
who shall appoint suitable committees to or- 
ganize and conduct the same under the di- 
rection of the Board of Regents. 

Section 3. The Executive Secretary shall 
be the executive officer of the Clinical Ses- 
sion, and, acting under the direction of the 
Board of Regents, shall make all necessary 
arrangements for the meeting. 


ARTICLE XIII 

Section 1. Any Master, Fellow or As- 
sociate of the College may be disciplined or 
expelled for conduct which, in the opinion 
of the Board of Regents, is derogatory to 
the dignity of the College or inconsistent 
with its purposes. Expulsion must be voted 
by a two-thirds vote of the Board of Re- 
gents at a meeting at which the Master, 
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Fellow or Associate against whom charges 
are made shall be invited to be present. In 
case such Master, Fellow or Associate does 
not appear, he may be represented in a man- 
ner to be determined by the Board of Re- 
gents. 

Section 2. A Master, Fellow or Associ- 
ate of the organization who is delinquent 
in dues automatically loses all privileges that 
After two years’ delin- 
Board of 


he may possess. 


and 
Regents, he may de dropped from the roll 


quency, notification by the 


ot the College. 
ARTICLE XIV 


These By-Laws may be amended by a 
majority vote of those present at any annual 
meeting of the members of the College, pro- 
vided, however, that notice of such amend- 


ment has been submitted in writing to the 
Board of Regents at least thirty days before 
the time of such meeting. 

NEW ELECTIONS TO FELLOWSHIP 
DURING THE 13TH ANNUAL 
CLINICAL SESSION, BOSTON, 

MASS, APRIL 8-12, 
bercrombie, Thomas Franklin, Atlanta, Ga. 
\lter, Samuel M., Los Angeles, Calif. 
Andrews, George Clinton, New York, N. Y. 
\pplewhite, Joseph Davis, Macon, Ga. 
Springfield, Mass. 
Cornelius Oliver, Dallas, Texas. 


1929 


Bacon, Theodore S., 
Bailey, 
Baker, Herman M., Evansville, Ind. 
Baker, William P., Atlanta, Ga. 
Balderry, Frank C., Tucson, Ariz. 
Barbash, Samuel, Atlantic City, N. J. 
Moses, 
3aumann, Frieda, Philadelphia, Pa. 

Bell, Howard H., St. Louis, Mo 

Bethel, George FE., Galveston, Texas. 
Birkhaug, Konrad E., Rochester, N. Y. 
Blincoe, Homer R., Emory University, Ga. 


Barron, Minneapolis, Minn. 


Bortz, Edward LeRoy, Philadelphia, Pa. 
Bowdoin, Joe P., Atlanta, Ga. 
Hartford, 


Panama, R. P. 


jrainard, C. Brewster, Conn. 
3riscoe, Cornelius DeW.. 
Brown, Joseph S., Lewistown, Pa. 

srundage, Albert H., Woodhaven, N. Y. 
Earl H.., 


Alexander \l.., 


3runs, Denver, Colo. 


i * 


Providence, 


surgess, 
Bush, Chesley, Livermore, Calif. 


Cady, Lee De, St. Louis, Mo. 
Carter, Larue D., Indianapolis, Ind. 
Casparis, Horton, Nashville, Tenn. 


Clarke, R. Manning, Los Angeles, Calif. 
Conklin, DeWitt, Sayre, Pa. 
Cook, George Lindsay, Tampa, Fla. 
Cornell, Beaumont S., Fort Wayne, Ind. 
Crossman, Edgar O., Washington, D. C. 
William D., Los Calif. 
Dalrymple, Richard R., Erie, Pa. 
Dalton, Brooklyn, N. Y. 
John Dwight, Minn. 
Davis, III, Nathan Smith, Chicago, Il. 
Davison, Hal McCluney, Atlanta, Ga. 
DeWan, Charles H., Sayre, Pa. 


Stanley 


Cutter, Angeles, 
Eugene S., 


Davis, Rochester, 


Dewis, John W., Boston, Mass. 

Dexter, Thurston H., Brooklyn, N. Y. 

Drake, Eugene H., Portland, Maine. 

Durham, Robert H., Detroit, Mich. 

Dwyer, Harold V., Highland Park, Mich. 

Kchols, George L., Milledgeville, Ga. 

Enzer, Norbert, Milwaukee, Wis. 

Falconer, Ernest Henry, San Francisco, 
Calif. 


Island, Nebr. 
Wis. 


Farnsworth, Earle E., Grand 
Fiedler. Otho A.. 
Fitts, John B., Atlanta, Ga. 


Burkitt, Baltimore, Md. 


Sheboygan, 


Freeman, Elmer 


Frost, Kendal, Ios Angeles, Calif. 
Gaarde, Fred W., Rochester, Minn. 
Garvey, John Louis, Ann Arbor, Mich. 
Gerdine, Linton, Athens, Ga. 

Getz, Lawrence, Ancon, Canal Zone. 
Gilbert, Quinter Olen, Oakland, Calif. 
Goforth, John L., Dallas, Texas. 


Golden, George Morris, Philadelphia, Pa. 

Gonce, Jr., John Eugene, Madison, Wis. 

Gray, Joseph Dewey, Augusta, Ga. 

Green, Crawford Richmond, Troy, N. Y. 

Gutmann, Benjamin, New Brunswick, N. J. 

Hamilton, Ronald L., Sayre, Pa. 

Harden, Robert DuR., Washington, D. C. 

Hardisty, Richard H. W., Montreal, Que., 
Canada. 

Hartman, Clifford Clinton, Pittsburgh, Pa. 

Hasskarl, Robert A., Brenham, Texas. 

Hawes, II, John B., Mass. 

Henderson, Arthur T., Montreal, Que., Can- 


3oste yn, 


ada. 
Henderson, Harry E., Santa Barbara, Calif. 
Herpel, Frederick Karl, West Palm 
Fla. 


Seach, 














90 College News Notes 


Herrick, James B., Chicago, Ill. 

Hill, Roy A., Thomasville, Ga. 
Hinton, Charles C., Macon, Ga. 

Hoff, Alfred, St. Paul, Minn. 
Holbrook, W. Paul, Tucson, Ariz. 
Hollinshed, Ralph K., Westville, N. J. 


Hollingsworth, Edward W., Maywood, III. 


Hornor, Albert Aurelius, Boston, Mass. 
Howard, Lee, Savannah, Ga. 


Howson, Carl Robert, Los Angeles, Calif. 


Hoyme, Gjermund, Eau Claire, Wis. 
Huffman, Lester D., Rochester, Minn. 
Hurxthal, Lewis M., Boston, Mass. 
Ikeda, Kano, St. Paul, Minn. 


Irons, Ernest Edward, Chicago, II. 


Jarrell, William Williamson, ‘Thomasville, 


Ga. 


Jennings, Frank LaMont, Oak Terrace, 


Minn. 
Johnson, Francis B., Charleston, S. C. 
Johnson, Trimble, Atlanta, Ga. 
Jones, E. Henry, Youngstown, Ohio. 
Justin, Arthur W., Weehawken, N. J. 
Kamp, Joseph C., Casper, Wyo. 
Kaufman, Isadore, Philadelphia, Pa. 


Kaufmann, Joseph, Montreal, Que., Canada. 


Kelley, Ernest, Omaha, Nebr. 

Kerlin, Douglas L., Shreveport, La. 
Kerr, Robert B., Manchester, N. H. 
King, S. Edward, New York, N. Y. 


Kinlaw, William Bernard, Rocky Mount, 


m © 


Kirklin, Byrl Raymond, Rochester, Minn. 


Knox, Robert A., Washington, Pa. 
Krause, Allen K., Baltimore, Md. 
Lamont, George A., Vancouver, B. C. 
Lawrence, Charles H., Boston, Mass. 
Lea, Jesse Worthy, Jackson, La. 
Lettenberger, Joseph, Milwaukee, Wis. 
Levine, Samuel A., Boston, Mass. 
Linde, Joseph I., New Haven, Conn. 
Lippincott, Leon §S., Vicksburg, Miss. 
Longo, Thomas J., Brooklyn, N. Y. 
Lord, Frederick Taylor, Boston, Mass. 
Lummis, Frederick R., Houston, Texas. 


Lyman, Warren S., Ottawa, Ont., Canada. 

MacNevin, Malcolm Graham, New York, 
me Ss 

Magan, Percy T., Los Angeles, Calif. 

Magath, Thomas Byrd, Rochester, Minn. 

Mann, Fred W., Houlton, Maine. 

Margolies, Michael, Coatesville, Pa. 


Mariette, Ernest Sidney, Oak Terrace, 
Minn. 

Markson, David Edmund, Chicago, Il. 

Marvel, Jr., Philip, Atlantic City, N. J. 

Maslon, Morris, Glens Falls, N. Y. 


McCartney. James Lincoln, New York, N.Y. 


Menagh, Frank R., Detroit, Mich. 


Mendelson, Ralph Waldo, Albuquerque, 


N. M. 
Menninger, William C., Topeka, Kansas. 
Middleton, William S., Madison, Wis. 
Mills, Charles Wilson, Tucson, Ariz. 
Mitchell, Edward Clay, Memphis, Tenn. 


Moffatt, Charles F., Montreal, Que., Canada. 


Morgan, Hugh J., Nashville, Tenn. 
Morris, Roger S., Cincinnati, Ohio. 
Murphy, Francis D., Milwaukee, Wis. 
Naurison, James Z., Springfield, Mass. 


Nicholson, Jr., Samuel T., Pottstown, Pa. 


Norfleet, William J., Shreveport, La. 
Odom, Cleve C., Corozal, Canal Zone. 


O'Leary, Cornelius A., Long Island, N. Y. 


Overstreet, Samuel A., Louisville, Ky. 
Pendleton, Judson P.. Brooklyn, N. Y. 


Perry, Matthew White, Washington, D. C. 


Phillips, Howard T., Wheeling, W. Va. 
Pinney, George I,., Hastings, Nebr. 
Puestow, Karver L., Madison, Wis. 
Pund, Edgar R., Augusta, Ga. 

Reading, Boyd, Galveston, Texas. 
Reed, Edward U., San Pedro, Calif. 
Reitzel, Raymond J., Galveston, Texas. 
Reuter, Carl H., Springfield, Ohio. 
Riecker, Herman H., Ann Arbor, Mich. 


Riggs, Charles Edward, Washington, D. C. 


Robey, Willaim Henry, Boston, Mass. 
Robinson, Lisle B., Atlanta, Ga. 
Roen, Paul B., Los Angeles, Calif. 


Rosamond, Eugene, Memphis, Tenn. 


Rosenberger, Andrew I., Milwaukee, Wis. 


Rowe, Paul H., Minot, N. D. 


Sanders, Audley Owenton, Palo Alto, Calif. 


Schnabel, Truman G., Philadelphia, Pa. 
Scott, David Patteson, Lynchburg, Va. 
Severinghaus, Elmer L., Madison, Wis. 
Shambaugh, Noel F.. Ann Arbor, Mich. 


Sherman, George Alexander, Pontiac, Mich. 
Sherrill, James W., LaJolla, San Diego, 


Calit.. 
Siegel, Alvin E., Philadelphia, Pa. 
Sloan, LeRoy H., Chicago, III. 


Smith, Claiborne T.. Rocky Mount, N. C. 
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Smith, George C., Mansfield, Ohio. 
Snure, Henry, Los Angeles, Calif. 
Spear, Louis M., Boston, Mass. 

Stealy, Clair Lazarus, San Diego, Calif. 
Steele, George L., Springfield, Mass. 
Stevens, Martin L., Asheville, N. C. 
Stoll, Henry F., Hartford, Conn. 
Sweet, Earl, Los Angeles, Calif. 
Tappan, John W., Fort Stanton, N. M. 
Thomas, Anne H., Philadelphia, Pa. 
Thomas, Roy E., Los Angeles, Calif. 
Trippe, Clarence Morton, Asbury Park, N.J. 
Ulrich, Joseph M., Akron, Ohio. 
Unger, Isedor Mack, Ithaca, N. Y. 
VanValzah, Robert, Madison, Wis. 


Ware, Edward ,Richmond, Los Angeles 
Calif. 
Waters, Charles A., Baltimore, Md. 


Watterson, Walter H., LaGrange, III. 


Wesman, Samuel Arthur, Minneapolis, 
Minn. 

Weiss, Hiram B., Cincinnati, Oho. 

Welch, Francis J., Portland, Maine. 


Willard, Luvia M., Jamaica, N. Y. 
Wilmer, Harry L., Philadelphia, Pa. 
Yaguda, Asher, Newark, N. J. 


NEW ELECTIONS TO ASSOCIATE- 
SHIP DURING THE 13TH ANNUAL 
CLINICAL SESSION, BOSTON, 
MASS., APRIL &12, 1929 


Allen, Edgar Vannice, Rochester, Minn. 

Anderson, Edward W.., Minn. 

Armstrong, Eugene L., Los Angeles, Calif. 

Robert M., Dallas, Texas. 

Bates, Clarence E., Oklahoma City, Okla. 

Bauer, Theodore I., Lansing, Mich. 

Behneman, Harold Mayo F., San Francisco, 
Calif. 

Benson, Carl S., Binghamton, N. Y. 

Berlinghof, Clifton H., Binghamton, N. Y. 

Bosworth, Robinson, Rockford, III. 

Bryans, Herbert L., Pensacola, Fla . 

Callaway, Guy D., Springfield, Mo. 

Cassel, Homer D., Dayton, Ohio. 

Chambers, John S., Lexington, Ky. 

Chase, Harrison A., Brockton, Mass. 

Cooley, Ben H., Norman, Okla. 

Cring, George V., Portland, Ind. 

Deneen, Frank, Bloomington, III. 

Karl H., Marshfield, Wis. 


Rochester, 


3arton, 


] oT rege, 


Dyer, Garland L., Buechel, Ky. 

Evans, Theodore S., New Haven, Conn. 

Fancher, James Kenneth, Atlanta, Ga. 

Gable, James J., Norman, Okla. 

Gibson, George G., Wilkinsburg, Pa. 

Guardia, Tomas Guarda, Panama, R. P. 

LaBarge, Oza Joseph, Salt Lake City, Utah. 

Leverton, Reuben L., Syracuse, N. Y. 

Levy, Maurice, Denver, Colo. 

Makepeace, Edgecomb, 
Maine. 

Nelson, Luther T., Portland, Ore. 

Olch, Benedict, Dayton, Ohio. 

Piper, John Obed, Waterville, Maine. 

Powell, Vernon E., Atlanta, Ga. 

Quirk, John T., Piqua, Ohio. 

Rathe, Herbert W., Waverly, Iowa. 

Rawls, William Bryant, New York, N. Y. 

Ruddock, John C., Los Angeles, Calif. 

Lewis C., Dallas, Texas. 

Blanton P., Roanoke, Va. 


True Farmington, 


Sams, 


Seward, 


Silverberg, Sigmund Benjamin, Buffalo, 
B. 2: 

Smith, Cyril M., Duluth, Minn. 

Smith, Munford, Los Angeles, Calif. 


Spangelberger, Mathew A., Denver, Colo. 


Stevenson, Edgar Mclean, Bloomington, III. 


Stober, George Washington, Cleveland, 
Ohio. 

Striker, Cecil, Cincinnati, Ohio. 

Tetdstrom, Milo K., Ansheim, Calif. 


Twiss, John Russell, New York, N. Y. 
Wahl, Ernest F., Thomasville, Ga. 
Waldbott, George L., Detroit, Mich. 
Warren, Charles William, Clifton Sprngs, 
m; Ss 
Weis, Clifford R., Dayton, Ohio. 
Wetterberg, Louis F., Woodbridge, N. J. 
Yntema, Stuart, Saginaw, Mich. 


Report of Meetings of the 
BOARD OF REGENTS 
during the 
CLINICAL SESSION 

April 8-12, 1929 


BOSTON 


Regents held five meet- 


Boston 


Board of 


during the 


The 
ings 
with attendance of every member with the 


Clinical Session, 
exception of two who were absent because 
of illness. 

The following deaths were reported since 


the previous Regents’ meeting : 
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Eric K. Bartholomew, Chicago, Ill., 12/ 
18/28 

Frank W. Fleischaker, 
11/26/28 

Bryce Fontaine, Memphis, Tenn., 3/31/20 

Joseph Goldberger, Washington, D. C., 


Ky, 


Louisville, 


1/17/29 

Marinus LL. Holm, Lansing, Mich., 12/ 
14/28 

John I,, Macumber, Brooklyn, N. Y., 12/ 
22/28 


Enoch H. Miller, Liberty, Mo., 10/8/28 
Charles L. Minor, Asheville, N. C., 12/ 


26/28 
Eugene W. Murray, Newark, N. J., 9/ 
18/28 


J. C. Taylor, Chelsea, Okla., 3/4/20 
Jacob Wolf, Pittsburgh, Pa., 11/19/28 


The following resignations of Associates 
were accepted: 

Edward §S. Babcock, Sacramento, Calif. 

Paul C. Carson, Wichita, Kansas. 

George H. Hess, Uniontown, Pa. 

H. L. Ulbrich, Detroit, Mich. 
The life membership of Dr. John G. Ryan, 
of Denver, who has subscribed to the Life 
Membership Fund, was reported. 


Invitations for the Annual Clinical Ses- 
sion of the College in 1930 were received 
from Chicago, Richmond, Indianapolis, Den- 
ver, Cincinnati, New York and several other 
cities. 

A resolution was adopted, providing that 
the Convocation ceremonies shall be short- 
ened and simplified, and the present plan 
of repeating the College Pledge eliminated. 

The Executive Secretary, Mr. Loveland, 
presented the financial report of the College 
and the Budget for the ensuing year. The 
financial report was presented to all mem- 
bers of the Board of Regents in mimeo- 
graphed form, and the detail of receipts and 
expenditures thoroughly explained. The en- 
tire report had been audited by the public 
accounting concern, Lybrand, Ross Bros. & 
Montgomery, and consisted of the Cash 
Statement ; Cost Analysis of ANNALS OF 
INTERNAL MEDICINE, Volume I; Bal- 
ance Sheet for December 31, 1928; Income 
and Expense Statement of the General 
Fund, December 31, 1928; Endowment Fund 
Statement; Record of Investments; Com- 
posite and Detailed Estimates of Income 
and Expenditures for 1929. A condensed 
financial report follows: 


BALANCE SHEET, December 31, 1928 


ASSETS: 


Cash in bank and on hand ............. 


Bonds owned 
Accrued interest on bonds ... 


Inventory of keys, frames, pledges, etc. 


Sere DENRA Mk aS a Gee $20,114.49 


16,626.51 
251.87 
975-95 


$46,968.82 


Deferred expenses for the Thirteenth Annual Clinical Session 


(Paid in advance of 1929) 
Furniture and equipment 
Less allowance for depreciation 


LIABILITIES: 


Deposits by candidates, applications pending 


Deferred income: 


Advance collections for exhibits, Thirteenth 
sis caecheaetd $1,253.70 


nual Clinical Session 


eeeeee sees 


142.05 


2,580.76 





$49,700.63 


Sia ee ule Aistslaee acu $ 3,830.00 


An- 


Advance subscriptions, Vol. II], ANNALS OF 


INTERNAL MEDICINE 


55-25 1,308.05 





$ 5,138.95 
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FUNDS: 
Endowment Fund ....... ab GeuNcesaacehanr ey ulna wea Pee 
GRE SIN gs time Seesn wanna cwee's Lee winr tne Sata ces 40,461.08 $49,700.63 


GENERAL FUND, INCOME AND EXPENSES 
For the year ending December 31, 1928 


Income: 


ENS 5514 oa oty EA iene aac As ee an oe Lee eee + $12,860.00 
Se RS Leis led Ribanta 4 iaenaw ranean seers Lae ee eae ewe 20,370.55 
eg See eee 1,314.71 
Income from bonds owned ................ Rue Ne eM en a wihe 512.62 
Income from Endowment Fund .............. — 171.00 


Profit from miscellaneous sales of keys, frames, pledges, etc., etc. 1,156.10 
$36,391.07 
Expenses: 
Twelfth Annual Clinical Session: 
Expenses; including salaries, printing, supplies, 
entertainment, reporting, traveling expenses, 


IN, WOE edict ce namamswinwece ar .. +++ +$13,206.30 
Deduct, Income from Guest Fees, Exhibits, etc... 4,126.47 
Be SID oo ies kena wesc Sector cetenng : 9,079.83 


Annals of Clinical Medicine: 
Expenses, including balances paid publishers and counsel 
DE ah ben ales ele k saves Sea a 6,573.02 


RE ae ae ee = ... $15,652.85 $36,391.07 
Porward ........ i eee © eagheile $36,391.07 


Annals of Internal Medicine: 
Expenses : 


DN, eccie pid were cte oneKeaas $ 3,301.58 
COMICMIONS. oc cscesivcscieess 705.12 
Office Supplies and Stationery... 181.13 
| re ee ree oe 10,803.67 
Traveling Expenses ............ 42.50 
DESOCETIAMOOUS oo ss ccc ccciewess. 124.88 $15,248.88 


Deduct : 





INN ioc gui tatatvn nnn cnkr Wik eel 12,189.74 
Ry Creare ret Saemint 606.36 12,796.10 
Beet EEMPOMOES one cece scscees peed veheeie er 2,452.78 


Treasurer's Office: 
Expenses, including clerical service, supplies, etc.... » 575.79 


Executive Secretary's Office: 


Expenses : 
REBR colhare oa ea aoe ea eds kainate . 7,202.00 
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IN ec cainerdiaacecbdanecanar 894.54 
Office supplies and stationery ............... 414.04 
ae ictith a suas soaak sieve eed I Dork RR Ra 724.88 
Rent and maintenance ......ccccccceesccces 1,627.81 
Traveling expenses, including Regents...... 1,235.69 


DN so crcsasnce wes 


Year Book and Supplement 


(Cost of production and distribution) 


Faia neue ie 495-44 12,594.40 


518.15 


Annals of Internal Medicine, distributed to life members...... 42.00 


Depreciation on equipment, etc ......... 
Net income for the year .... 


A resolution was adopted providing that 
a Finance Committee be appointed by the 
Chair annually to act for the succeeding 
year on financial matters. Members of the 
Finance Committee for 1029-30 are: 


Charles G. Jennings, Chairman 
Clement R. Jones 

William Gerry Morgan 
Leonard Murray 

Maurice C. Pincoffs 


Dr. Aldred Scott Warthin, Editor of 
ANNALS OF INERNAL MEDICINE, 
reported that Volume II of the Journal has 
been increased three hundred pages over 
previous volumes, which, naturally, has in- 
creased the cost of printing and distribu- 
tion. The College News Notes Section has 
been developed with the assistance of the 
Executive Secretary, who has also increased 
the circulation from approximately fourteen 
hundred to twenty-two hundred during the 
past year and a half. By resolution regu- 
larly adopted, the Board of Regents author- 
ized the Editor to continue the ANNALS 
OF INTERNAL MEDICINE with a 
maximum of fifteen hundred pages per vol- 
ume and to maintain the News Notes col- 
umn at approximately their present volume. 


Dr. George Morris Piersol, Chairman of 
the Committee on Credentials, presented the 
report of his Committee on their action 
on a total of 262 applications for Fellow- 
ship. The list of selections included 193 Fel- 
lows, said list being printed elsewhere in 
this Journal. By a resolution unanimously 
adopted, the report of the Committee was 
approved by the Board of Regents. 





In recognition of their positions of in- 
fluence, honor and eminence in practice, or 
of medical research and distinguished serv- 
ice to the College, the following were elect- 
ed to Mastership, upon the recommendation 
of the Committee, or by resolution : 

Alfred Stengel, Philadelphia, Pa 

Charles F. Martin, Montreal, Que. 

Charles G. Jennings, Detroit, Mich. 

Aldred Scott Warthin, Ann Arbor, Mich. 

Frank Smithies, Chicago, Ill. 

Dr. John H. Musser presented a report 
on group clinics and the advisability of the 
American College of Physicians undertak- 
ing the classification of such clinics. It 
was resolved that a Committee of three 
of the Board of Regents be continued and 
requested to make further report at a later 
meeting. 

The Executive Secretary presented a re- 
port on the facilities of Minneapolis for 
handling the 1930 Clinical Session. After 
discussion by Dr. S. Marx White, a reso- 
lution was adopted, selecting Minneapolis 
for the Clinical Session for 1930, during 
the week of February 10. A_ subsequent 
resolution was adopted appointing Dr. S. 
Marx White the General Chairman of Ar- 
rangements. — 

Dr. Clement R. Jones, Pittsburgh, Pa., 
and Dr. George Morris Piersol, Philadel- 
phia, Pa., were reappointed by the Board 
of Regents as Treasurer and Secretary-Gen- 
eral respectively for the succeeding year. 

The Executive Secretary presented a list 
of members who have been delinquent for 
two years or more, pointing out, in accord- 
ance with the provisions of the By-Laws, 
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such members had lost their standing and 
were subject to being dropped from the 
College roll. He advised that various no- 
tices had been sent each member and every 
effort had been made to have them main- 
tain their memberships. By resolution reg- 
ularly adopted, it was resolved that this 
list of delinquent members be dropped from 
the roll, but that the Executive Secretary 
be authorized to reinstate such members as 
pay their dues up to and before September 
I, 1920. 

The Executive Secretary announced gifts 
of publications to the College Library by 
the following: 


Philip B. Matz 
William R. Bathurst 
Miles J. Breuer 
Hyman I. Goldstein 
Grafton Tyler Brown 
Ralph O. Clock 
Murray B. Gordon 
Henry J. John 
Aaron Parsonnet 
Lea A. Riely 
Harold Swanberg 
Carl V. Vischer 
Raymond J. Reitzel 
I. S. Trostler 

F. M. Pottenger 


It was pointed out that Dr. F. M. Pot- 
tenger had contributed a complete list of 
all of the books of which he is author 
to the College Library. A resolution em- 
bodying a vote of thanks to each contributor 
was unanimously adopted. 

Dr. S. Marx White presented a report 
of the Committee of the American Hospital 
Association on Clinical Records. The said 
report was the result of a conference among 
representatives from the American Hospital 
Association, the American College of Phy- 
sicians, the American College of Surgeons, 
the American Medical Association and the 
Association of Record Librarians of North 
America. 

The Chairman of the Committee on Cre- 
dentials presented a list of fifty-four physi- 
cians who were recommended to the Board 
of Regents for election to Associateship. 


By resolution regularly adopted, the elec- 





tions were made. (This list is printed 
elsewhere in this Journal.) 

Dr. Sydney R. Miller, 
Constitution 


amendments 


Chairman of the 
3v-Laws, 
being 


Committee on and 


reviewed in detail the 
suggested for adoption at the General Busi- 
ness Meeting. These were discussed freely, 
and a motion adopted to recommend them 
for approval by the Fellows at large. (The 
amended Constitution and By-Laws is print- 
ed elsewhere in the Journal.) 

A resolution was adopted, recommending 
to the body of the College, after the adop- 
tion of the amendments to the By-Laws, 
that two Governors, instead of one, be ap- 
pointed from the States of California, Ili- 
nois, New York and Pennsylvania, because 
of extent of territory or vastness of popu- 
lation; the precise division of the states to 
each Governor to be left to the Chairman 
of the Board of Governors. 

The matter of a suitable Mastership Cer- 
tificate was deferred for a full meeting of 
the Board of Regents at some future date. 

The following Executive Committee was 
elected by the Board of Regents: 

John H. Musser, Chairman 

Sydney R. Miller 


James Alex. Miller 
George Morris Piersol 
John Phillips 


F. M. Pottenger 
Alfred Stengel 
Aldred Scott Warthin 


The following 
pointed with their present personnel: 

Committee on Credentials for Fellowship 

Committee on Constitution and By-Laws 
on Hospital Efficiency 


Committees were reap- 


Committee 

The following Committees voted 
to be discontinued, due to lack of activity 
and need, or completion of their duties: 
Medical Education and 


were 


Committee on 
Specialization 

Public Relations Committee 

Committee on Postgraduate 
struction 


Medical In- 


Committee on Standards of Admission 
The name of the committee on Advertis- 
ing was changed to “Committee on Adver- 


tisements and Commercial Exhibits”, and 
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its duties extended to assist the Executive 
Secretary both in censoring advertisements 
in the Journal and exhibits at the Annual 
Clinical Session The present personnel of 
this Committee was continued. 

By resolution, the President was empow- 
ered to appoint a Committee on Directory 
to assist in the determination of the con- 
tents for the new 1929-30 Directory. A 
resolution was adopted providing that the 
Board of Regents direct the attention of 
the Committee on Directory to the probable 
desirability of very much limiting the 
amount of space taken by published titles 
of members so as to limit the size of the 
Directory, reduce its cost and avoid the 
appearance of display. 

The Executive Secretary was requested 
to adopt some simplified method of notifica- 
tion ot members of nominations, said system 
to be approved later by the Board of Re- 
gents. 


Report of Meetings of the 
BOARD OF GOVERNORS 
during the 
BOSTON CLINICAL SESSION 
April 8-12, 1929 


Meetings of the Board of Governors were 
held April 8, April 9, and April 1o. The 
members of the Board from a majority of 
the States and Provinces were present. The 
Chairman, Dr. Charles G. Jennings, of De- 
troit, in his remarks to the Board at its 
opening meeting said in part, “I want to 
emphasize the enormous amount of con- 
structive work performed on the part of 
the Officers, the Regents and the Board of 
Governors, the result of which has been 
the gratifying development of the College. 
The most outstanding event of the year has 
been the extension of the College in a very 
emphatic way into the conservative Eastern 
states the meeting in Boston being evidence 
of the interest and real enthusiasm aroused 
for the College in this locality. The Col- 
lege cannot but thank Dr. Martin, President 
of the College, most gratefully for his ef- 
forts, because to him entirely, his endeavors, 
personal visits, correspondence, etc., is due 
this credit for the interest in membership 
of those in the academic centers of the East. 


The College has extended its influence until 
it is in reality the ‘College of American 
Physicians’, and it now has ample repre- 
sentation from every important district; and 
the Board of Governors has become a very 
important body in the conduct and develop- 
ment of the organization. It has the sup- 
port of the whole United States and Canada. 
Ita behooves us to conduct the affairs of 
the organization so as not to take any 
action that would diminish the interest of 
any locality”. 

The Executive Secretary, Mr. E. R. Love- 
land, presented his annual report to the 
Board of Governors, including details con- 
cerning the new headquarters in Philadel- 
phia, to which all members are invited to 
come whenever in Philadelphia, the routine 
work of the Executive Offices, new equip- 
ment installed for the better conduct of the 
College work, the activity of the Executive 
Offices in promoting advertising in AN- 
NALS OF INTERNAL MEDICINE and 
in increasing the subscriptions to this 
publication, and a complete report of the 
finances of the organization. 

Mr. Loveland further called attention to 
the Endowment Fund, the principal of 
which is made up of life membership fees 
contributed by members. This fund, though 
small ($4,100.00), is being regularly added 
to whenever a new member subscribes to 
Life Membership and pays the prescribed 
fee. According to the Minutes of the Board 
of Regents, the following provision is made 
for life memberships: “In lieu of annual 
dues, a Master or Fellow may become a life 
member of the College upon the payment 
of $500 in cash or $100 each year until $500 
has been paid. In case a member desires to 
pay for life membership by paying $100.00 
yearly for five years, his annual dues cease 
when he has paid three annual payments of 
$100 each. The annual dues and the life 
membership fee shall entitle each Master 
and Fellow to privileges of membership of 
his respective class, to the benefits of the 
Clinical Session and to receive the official 
publications of the College”. 

By resolution unanimously adopted, the 
Board of Governors confirmed the action 
of the Chair in appointing the following 
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Nominating Committee for nominations to 
the Board of Regents: 
W. Blair Stewart, 
City, N.. J. 
Allen A. Jones, Buffalo, N. Y. 
Samuel E. Munson, Springfield, Il. 
E. L. Crispin, Los Angeles, Calif. 
Clarence M. Grigsby, Dallas, Texas. 


Chairman, Atlantic 


At a later meeting of the Board of Gov- 
ernors, this Committee brought in the fol- 
lowing nominations for members of the 
Board of Regents, which candidates were 
unanimously eletced : 

For term expiring 1932: 

Noble W. Jones, Portland, Oregon. 

S. Marx White, Minneapolis, Minn. 

David P. Barr, St. Louis, Mo. 

Maurice C. Pincoffs, Baltimore, Md. 

Arthur R. Elliott, Chicago, II. 


Amendments to the Constitution and By- 
Laws were thoroughly discussed and rec- 
ommendations made to the Board of Re- 
gents. At a later conference between the 
Board of Regents and the Board of Gov- 
ernors, complete agreement was reached as 
to the exact amendments to be recommended 
to the General Business Meeting. 

The Board of Governors received the re- 
port of the Committee on Credentials for 
Associateship, recommending for election a 
list of fifty-four physicians. The Board 
of Governors adopted a resolution unani- 
mously recommending this list to the Board 
of Regents for election, which list was sub- 
sequently submitted to the Board of Re- 
gents and elected. (This is published else- 
where in the Journal.) The Executive Sec- 
retary, Mr. Loveland, presented a list of de- 
linquent members, who according to provi- 
sions of the By-Laws and regulations of the 
College were subject to being dropped be- 
cause of two or more years of delinquency. 
The list was reviewed by each Governor, in 
order that he might intervene in an effort to 
have especially desirable members on this list 
pay their delinquent dues and retain their 
memberships. 

The Board of Governors entered into a 
discussion concerning the number 
of guests (non-members) who attend the 
Annual Clinical Sessions, sometimes in such 


general 


numbers as to exclude some members of 
the College from the more popular clinics. 
It was pointed out that a guest fee of $5.00 
is considered too small, and that only guests 
who have official invitations from the Col- 
A resolution was 


Chairman, Dr. 


lege should be admitted. 
adopted requesting the 
Charles G. Jennings, by virtue of his office, 
to take this matter up with the Regents, 
and express the views voiced by the Board 


of CG vernors 


Report of the 
General Buisness Meeting 


of the 
AMERICAN COLLEGE OF PHYSI- 
CIANS 
Boston, Mass. 
April 11, 1929 
President Charles F. Martin presided. 


After reading of the Minutes of the pre- 
vious meeting by the Executive Secretary, 
Mr. Loveland, and approval by the Body, 
reports of the Committees and Officers were 
received. Dr. Aldred Scott Warthin, Editor 
of ANNALS OF INTERNAL MEDI- 
CINE, reported upon the Journal in con- 
siderable detail. He said in part, “The past 
year has been the most successful year in 
the history of the Journal. The material 
snbmitted has increased and the quality has 
been increasingly good) The Executive Sec- 
retary’s office has increased the number of 
subscriptions fully fifty per cent over what 
they were in the beginning of Volume I 
of the new Journal, and the present Volume 
II has been increased three hundred pages 
The Journal has been distributed 
year, and every 


in size. 
on time during the past 
member is invited to submit suggestions for 
improving the style or any other detail. We 
consider that the Journal should not be 
made a journal for polemic discussion. The 
Executive Secretary has increased the ad- 
vertising during the past year, the quality 
of which has been kept high and should be 
maintained I have yet some ideals of char- 
acter of editorials and medical history that 
I wish to see greatly developed in future 
issues”. 

Dr. Alfred Stengel, 
Committee that terminated the publication 


Chairman of the 
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of our former journal, “Annals of Clinical 
Medicine” and worked out the details for 
the continuation of the new journal, “Annals 
of Internal Medicine,” reported briefly to 
the membership the details of the rela- 
tions of the College with the former pub- 
lishers, the Williams & Wilkins Company 
of Baltimore, Maryland, and presented the 
facts dealing with the financial and legal 
termination of the publishing contract of 
that firm. Dr. Stengel pointed out that 
some members had been of the erroneous 
impression that the College had entered into 
and lost a legal suit with the former pub- 
lishers He pointed out that this was in- 
correct, that the settlement of the publish- 
ing contract was made to the satisfaction of 
the College and without court proceedings. 
Associates of Dr. Stengel on this Commit- 
tee were: Doctors L .F. Barker, George 
Morris Piersol, Clement R. Jones and Mr. 
E. R. Loveland. 

The Treasurer, Dr. Clement R. Jones, pre- 
sented a joint financial report of the Col- 
lege for his office and that of the Executive 
Secretary. The essential details of this re- 
port are printed in ocnnection with the re- 
port of the meetings of the Board of Re- 
gents. 


President Martin, in commenting upon 
the finances of the College, pointed out the 
fact that the Fellows of the College, by the 
payment of initiation fees and annual dues, 
are making it possible for younger men, and 
men with small incomes, due to full-time 
teaching, full-time laboratory work, or serv- 
ice in the Medical Corps of the Army, Navy 
and Public Health Services, to become As- 
sociates or Fellows; that sufficient income 
is needed to maintain respectable offices to 
adequately carry on the work, and to have 
good annual clinical meetings. He stated 
that during the year, on several occasions, 
careful analysis had been made of the 
finances, with a view to reducing the fees 
and dues, if possible. The findings had in- 
dicated that it did not seem advisable to re- 
duce the income of the organization, espe- 
cially in view of the amended By-Laws, 
which may have the effect of diminishing 
the number of new members during the 
next few years. He paid tribute to the ex- 


cellent Exhibit at the Boston Clinical Ses- 
sion, arranged through the efforts of the 
Executive Secretary, Mr. Loveland, and 
stated that the income therefrom would be 
a very material contribution toward the ex- 
penses of the Boston Session. 

Dr. Sydney R. Miller, Chairman of he 
Committee on Constitution and By-Laws, at 
the direction of the meeting, presented the 
amendments to the Constitution and By- 
Laws, which, after being read and ex- 
plained, were by resolution unanimously 
adopted (the amended Constitution and By- 
Laws are printed elsewhere in the Journal.) 
The most important changes in the amended 
Constitution and By-Laws are: 


1. A proper reassignment of text between 
the Constitution and By-Laws; 

2. A clarification of the statements re- 
garding the classes of membership; 

. A change in the provisions for election 
of members of the Board of Regents by 
the Fellows of the College as a whole in- 
stead of by the Board of Governors; 

4. Constitutional provision for the ap- 
pointment of a Nominating Committee with- 
in one month after each annual business 
meeting for the preparation of list of nomi- 
nees for the elective offices, the Board of 
Regents and the Board of Governors; 

5. The elimination of the application form, 
and a substitution of a system of proposal, 
seconding and endorsement of new mem- 
bers; 

6. A. clarification of the requirements 
for membership ; 

7. Elimination of unnecessary Articles or 
Sections. 

The Nominating Committee presented the 
following list of nominations for the 
elective offices for 1929, which list, after 
no nominations were offered from the floor, 
was subsequently unanimously elected: 

President-Elect—Sydney R. Miller, Balti- 
more, Md. 

1st Vice President—Aldred Scott Warthin, 
Ann Arbor, Mich. 

2d Vice President—F. M. Pottenger, Mon- 


rovia, Calif. 
d Vice President—Logan Clendening, 
Kansas City, Mo. 
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Dr. John H. Musser, who was made 
President-Elect at the New Orleans Clinical 
Session in- 1928, was at this time inducted 
as the President of the College for 1929-30. 
A unanimous rising vote of appreciation 
was taken on the behalf of the 
College of Physicians to the retiring Presi- 
dent, Dr. Martin, 
and his great interest in the organization. 
Dr. W. Blair Stewart, Chairman of the 
Nominating Committee for members of the 


Board of Governosr, presented the follow- 


American 


for his excellent service 


ing nominations, which were unanimously 
elected : 
Term Expiring 1932: 
Edgerton L. Crispin, (Southern) Cali- 
fornia—Los Angeles. 
Josiah N. Hall, Colorado—Denver. 
Oliver Osborne, Connecticut—New Ha- 


ven. 
William Gerry Morgan, Dist. of Colum- 
bia—Washington. 
Ernest E Laubaugh, Idaho—Boise. 
Samuel E. Munson, (Southern) Illinois— 
Springfield. 
Roscoe H. Beeson, Indiana—Muncie. 
Thomas Tallman Holt, Kansas—Wichita. 
Roger I. Lee, Massachusetts—Boston. 
Adolph Sachs, Nebraska—Omaha. 
Leander A. Riely, Oklahoma—Oklahoma 
City. 





*Edward J. G. Beardsley, (Eastern) 
Pennsylvania—Philadelphia. 
Edwin Bosworth McCready, (Western) 


Pennsylvania— Pittsburgh. 
John O. Manier, Tennessee—Memphis. 
G. G. Richards, Utah—Salt Lake City. 
Jabez Elliott, Ontario—Toronto, Canada. 
William M. James, Panama and the Canol 
Zone. 
Term Expiring 1931: 
*James G. Carr, (Northern) 
Chicago. 


Illinois— 


*Elected in accordance with provisions of 
the amended By-Laws and recommendations 
of the Board of Regents for additional 
representation in these states on account of 
extent, or population, making it desirable 
to have additional members for the better 
conduct of the work of the Board of Gov- 


ernors. 





Baltimore. 
New York— 


3eck, Maryland 
( Eastern) 


Harvey 


Harlow Brooks, 


New York. 


Term Expiring 1930: 


*Hans Lisser, (Northern) California— 


San Francisco. 


A. Comingo Griffith, Missouri—Kansas 
City. 

Edward QO. Otis, New Hampshire—Exe- 
ter. 

Charles H. Cocke, North Carolina—Ashe- 
ville. 

Clarence H. Beecher, Vermont—Burling- 
ton, 


Ex Officio: 
M. W. Ireland, United States Army. 


Charles Edward Riggs, United States 
Navy. 
Hugh Cummings, United States Public 


Health Service. 

A voted of thanks on the part of the Col- 
lege was extended to the Boston Commit- 
tees and various organizations, to the ladies, 
to the Hotel Statler, and to the press for 
their contributions to the success of the 
Boston Session. 

ANNUAL BANQUET OF THE COL- 
LEGE AT BOSTON 


To those who attended the Banquet, the 
impression may have been gained that ar- 
rangements to accommodate every one had 
not been properly carried out in advance. 
An examination of the facts reveals that 
no one was to blame except the physicians 
themselves who failed to secure their tickets 
in advance. Although signs were posted at 
the Registration Desk and at the College 
Booth, and announcements were made from 
the platform at the General Sessions, less 
than two hundred tickets had been purchased 
up to Wednesday morning when the Exec- 
utive Secretary was requested to make the 
final guarantee to the Hotel Statler for the 
number to be provided for. Such a guar- 
antee entails responsibility to the College to 
pay for a minimum number of covers. Both 
the Executive Secretary and the Hotel man- 
agement were greatly puzzled to know just 
how many to provide for, but a guarantee 
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was given for 375, with a leeway of ten per 
cent increase, if necessary. By Thursday 
afternoon at three o'clock, about four hun- 
dred tickets had been sold, and it was de- 
cided that the guarantee made to the Hotel 
was correct and satisfactory. Provision for 
410 were made by the Hotel when setting 
the banquet Thursday evening. When the 
doors were opened, nearly 100 physicians, 
with their guests, appeared WITHOUT 
TICKETS, with the result that the total at- 
tendance was raised to 498, with tables set 
for 412. Tribute should be paid to the 
prompt arrangements by which tables were 
brought in by the Hotel Statler and every 
one seated in a remarkably short time. For- 
tunately, the Hotel was able to serve, with- 
out delay, every one with the regular ban- 
quet menu—a very excellent dinner. 

Three tables in the center of the banquet 
hall, and near the speaker’s table, were re- 
served for special guests of the College 
and a “reserved card” placed on each. When 
the crowded conditions of the banquet hall 
were realized, some attendants at the ban- 
quet, without consideration of the reserved 
tables, or in error, took their seats at the 
reserved tables, before the guests had ar- 
rived. Quite naturally, the head waiter had 
to request them to move to other tables, for 
our guests, for whom the tables had been 
reserved, could not be expected to be seated 
elsewhere, or to remain standing while ad- 
ditional tables were set. A few members, 
unmindful of the difficulties caused by those 
who had not purchased their tickets in ad- 
vancé and unthoughtful of the work of the 
local Committee and the Executive Secre- 
tary, lodged vigorous protests and found 
unwarranted fault with the Committee of 
Arrangements. 

This little editorial is in way of explana- 
tion, and an urgent request that individuals, 
particularly members of the College, shall 
have charity in sufficient measure to bear 
with such unavoidable conditions and will 
in the future procure their tickets in ad- 
vance as requested. The solution of these 
difficulties in the future would seem to be 
corrected if we close the sale of tickets for 
the banquet twenty-four hours in advance, 
and admit at the doors only those who have 





secured their tickets. The management was 
in no way responsible for the delay of ten 
or fifteen minutes in having tables provided 
for late arrivals. 


OBITUARY 


Bryce Washington Fontaine (Fel- 
low), Memphis, Tenn., died March 31, 
1929; aged 51. 

Dr.Fontaine received his medical 
degree from the University of Texas 
School of Medicine in 1896 and from 
the University of Pennsylvania School 
of Medicine in 1897. He pursued 
postgraduate study at the Harvard 
Postgraduate Medical School, Johns 
Hopkins Postgraduate School of Med- 
icine and at the University of Munich. 
He was Associate Professor of Medi- 
cine at the University of Tennessee 
College of Medicine from 1912 to 
1920 and Visiting Physician to the 
Baptist Memorial and the Memphis 
General Hospitals during the same 
period. He was a member of the Nu 
Sigma Nu medical fraternity, a mem- 
ber of his county and state medical 
societies, a Fellow of the American 
Medical Association and a member of 
the American Climatological and Clin- 
ical Association, American Gastroen- 
terological Association, and one of the 
founders of the Southern Medical As- 
sociation. Dr. Fontaine had distin- 
guished himself in the field of Internal 
Medicine, not only locally, but nation- 
ally; and though only elected to Fel- 
lowship in the American College of 
Physicians one year preceding his 
death, his influence and his participa- 
tion in College affairs will be regret- 
fully missed. 
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Joseph William Rowntree (Fel- 
low), Waterloo, Iowa, died April 3, 
1929, of heart disease following influ- 
enza and diabetes; aged 50 years. 

Dr. Rowntree received his degree 
of Doctor of Medicine at the Trinity 
Medical College, Toronto, Ontario, 
Canada, in 1903 and pursued post- 
graduate study at the Mayo Clinic and 
at the Johns Hopkins University 
School of Medicine. From 1915 to 
1917, he was Lecturer on Roentgen- 
ology at the Rush Medical College, 
Chicago, and head of the Department 
of Roentgenology at the Presbyterian 
Hospital. Since 1917, he had been a 
Roentgenologist and Pathologist at the 
St. Francis and Presbyterian Hos- 
pitals of Waterloo. Dr. Rowntree was 
a member of his county and state med- 
ical societies, a Fellow of the Ameri- 
can Medical Association and a mem- 
ber of the Radiological Society of 
North America. He has been a Fel- 
low of the American College of Physi- 
cians since December 30, 1921. 


Arthur Solomon [,oevenhart ( Fel- 
low), Madison, Wisconsin, died April 
19, 1929, at the Johns Hopkins Hospi- 
tal, Baltimore, Maryland, following an 
operation for gastrojejunal ulcer. 


Dr. Loevenhart was born at Lexing- 
ton, Kentucky, December 29, 1878, at- 
tended the Kentucky State University, 
from which he received his Bachelor of 
Science degree in 1899, and then at- 
tended the Johns Hopkins University, 
from which he received his degree of 
Doctor of Medicine in 1903. From 


1903 to 1908, he served in various 
capacities on the faculty of his Alma 
Mater, teaching in the Department of 
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Chemistry and Pharmacology. In 1908, 
he became Professor of Pharmacology 
and Toxicology at the University of 
Wisconsin Medical School, which posi- 
tion he held until the time of his death. 
During the World War, he was Chief 
of the Section on Pharmacology and 
Toxicology of the Research Division 
of the Chemical Warfare Service, and 
since 1920 had been a Consultant to the 
same Service. 

Dr. Loevenhart 
the Phi Beta Pi, Phi Lambda Upsilon, 
Phi Kappa Phi and 
Sigma Xi fraternities. 
member of his county 
cal societies, the American Medical As- 
sociation, the American Physiological 
Society, the American Society of Bio- 
logical Chemists, the Society for Ex- 
perimental Biology and Medicine and 


was a member of 


Seta Kappa, Phi 
He was also a 
and state medi- 


an ex-President of the American So- 
ciety for Pharmacology and Experi- 
mental Therapeutics. He had been a 
Fellow of the American College of 
Physicians since December 30, 1926. 

His contributions, 
sixty, in the fields of Pharmacology, 
Chemistry, Chemistry 
and Therapeutics acquired widespread 
attention. It is said that his department 
of the University of Wisconsin was 
especially productive of many “brilliant 
students and investigators.” 


approximately 


Physiological 


Charles Eucharist de Medicis Sajous 
(Fellow), Philadelphia, died April 27, 
1929, at his home, 2043 Walnut St., 
suddenly, aged 76. 

Dr. Sajous was a direct descendant 
of the most celebrated family of the 
Florentine Republic. His father was 
Count Charles Roustan de Medicis- 
Joddigne, head of the de Medicis fami- 
ly of Florence, Italy, which rank and 
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title was decreed to Dr. Sajous in 1893. 
(The surname, Sajous, by which he 
was known is that of his step-father, 
James Sajous, which was assumed to 
comply with the necessities of certain 
inheritance laws in this country. ) 

Dr. Sajous attended school in Paris 
for a number of years and then com- 
ing to the United States he began the 
study of Medicine in the University of 
California. Later he transferred to the 
Jefferson Medical College where he re- 
ceived his M.D. degree in 1878. 

Doctor Sajous was one of the first 
practitioners in Philadelphia to limit 
his professional work to diseases of 
the nose and throat in which field he 
gained a well deserved reputation as a 
skilled and learned specialist. Dr. Sa- 
jous was a true scientist and refused 
to narrow his scientific interests to any 
restricted field. 

He was Professor of Anatomy and 
Physiology at the Wagner Institute of 
Science from 1880 to 1882, Lecturer 
upon Laryngology at the Jefferson 
Medical College from 1881 to 1890. 
During 1897 and 1898 he was Dean 
and Professor of Laryngology at the 
Medico-Chirurgical College of Phila- 
delphia and from 1910 to 1922, he was 
Professor of Therapeutics at Temple 
University School of Medicine, Phila- 
delphia, and from 1921 to the time of 
his death he was Professor of En- 
docrinology at the Graduate School of 
Medicine of the University of Penn- 
sylvania. 

Dr. Sajous received the degree of 
Doctor of Laws from St. Joseph’s Col- 
lege in 1909 and the degree of Doctor 
of Science from Temple University in 


1915. 
Early in his professional life, he 


formed the habit of continuing his 
scientific studies and researches abroad. 
He was fortunate in working with 
Brown-Sequard in Paris and became 
greatly interested in the nature and 
function of the ductless glands. 

Dr. Sajous has long been known as 
“The Father of Endocrinology.” He 
was not only one of the earliest work- 
ers in this field of endeavor but his 
continued interest, publications and 
presentations gained for him a world- 
wide reputation as one of the fore- 
most authorities upon endocrinology. 

Dr. Sajous was the author of nu- 
merous articles and books, among the 
latter are “The Internal Secretions 
and the Principles of Medicine” and 
“Sajous’ Annual and Analytical Cy- 
clopedia of Practical Medicine.” He 
was editor of the New York Medical 
Journal from 1911 to 1919. 

Dr. Sajous was a member of the 
Philadelphia County Medical Society, 
The Pennsylvania State Medical As- 
sociation, The College of Physicians of 
Philadelphia, ex-president of the 
American Medical Editors Association, 
ex-President of the American Thera- 
peutic Society, ex-President of the As- 
sociation for the Study of Internal Se- 
cretions, a member of the Association 
of American Physicians and had been 
a Fellow of the American College of 
Physicians since December 1916. He 
was a Member of the Legion of Honor 
of France and Knight of the Order 
of Leopold of Belgium. 

Dr. Sajous impressed strangers as 
well as those who knew him well with 
his truly distinguished appearance. 
There was no liklihood of mistaking 
him for other than a physician. A 
noble bearing as befitted his birth, a 
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gentle, considerate and _ thoughtful 
mien, courteous and kindly in all his 
acts, encouraging and inspiring to 
in truth one of 





younger colleagues 
Natures’ noblemen. Dr. Sajous will 
be remembered pleasantly by all with 
whom he came in contact. 

(Furnished by E. J. G. Beardsley, 
M.D., Philadelphia, Pa. Governor for 
Eastern Pennsylvania. ) 


JOHN ALEXANDER WITHER- 
SPOON 

In the death of John Alexander 
Witherspoon (Fellow 4/3/22) at his 
home in Nashville, Tennessee, April 
28, 1929, the medical profession of 
America lost one of its most outstand- 
ing members. Born in the rural dis- 
tricts of Tennessee, Dr. Wither- 
spoon after a rural school edu- 
cation and a year of work in 
Austin College, Texas, studied med- 
icine in a physician’s office for two 
years and then entered the University 
of Pennsylvania, from which he was 
graduated in 1887 with honors. He 
returned to Columbia, Tennessee, to 
engage in practice, but his unusual 
ability and personality soon caused 
him to be called to the University of 
Tennessee College of Medicine at 
Nashville, where he filled the chair of 
physiology and later became professor 
of medicine until 1895. 

When the Medical Department of 
Vanderbilt University was established 
in 1895, Dr. Witherspoon became pro- 
fessor of medicine and for thirty-three 
years served in this capacity and that 
of clinical professor of medicine. To 
Dr. Witherspoon more than to any 
other individual is due credit for 


the present position of this school. 





Through long years of untiring service 
he was able to organize the frame 
work of a _ great institution and, 
though for years handicapped by lack 
of adequate funds, through his energy, 
vision and devotion to teaching he be- 
came the real influence which secured 
aid from philanthropic agencies, mak- 
ing possible the erection and mainte- 
nance of the present new buildings. 


During his entire career Dr. With- 
erspoon was active in medical organ- 
ization work and in an effort to im- 
prove the profession and to raise the 
standards of medical education. He 
joined the American Medical Associa- 
tion in 1890 and in 1904 was ap- 
pointed a member of the Council on 
Medical Education and served in that 
capacity for nine years. He was 
elected a vice president of the Asso- 
ciation in 1902; a member of the 
House of Delegates in 1922, 1924, 
1926, and 1928, and President of the 
Association in 1912. During his ad- 
ministration he was a delegate to the 
International Medical Congress in 
London, and in 1909 was appointed by 
Secretary of State Knox to deliver the 
acceptance address during the Interna- 
tional Congress of Medicine in Buda- 
pest at the dedication of the statue to 
George Washington. He received the 
degree of doctor of laws from the 
University of Georgia in 1913. Dr. 
Witherspoon was a Fellow of the 
American College of Physicians, edi- 
tor of the Southern Medical Associa- 
tion Journal from 1908 to 1910, and 
a member and president of the Ten- 
nessee State Medical Association, the 
Association of American Medical Col- 
leges, the Mississippi Valley Medical 








104 


Association and the Southern Medical 
Association. 

Some men are blessed with intimate 
friends and others with great numbers 
of acquaintances. Dr. Witherspoon 
had both—his ability, integrity, cour- 
age, fairness and affectionate nature 
binding firmly to him those with whom 
he came in close contact, while his 
genial nature, his sense of humor and 
his unusual ability as a speaker made 
him widely known to the profession 
and laymen in general. ‘To his stu- 
dents he was not only a great teacher, 
but an intimate friend as well, always 
ready to lend a helping hand in the 
solution of problems of student life. 
To all of these—friends, acquaintances, 
students—his passing has left a void 
difficult of being filled, but his mem- 
ory will remain as an inspiration in 
years to come to those who knew and 
loved him. 

(Furnished by Dr. J. Owsley Man- 
ier, Nashville, Governor for the State 
of Tennessee. ) 


Frank Cornelius Balderrey, Tucson, 


College News Notes 


Arizona, one of the recent Fellows 
elected during the Boston Clinical Ses- 
sion, in April, 1929, died May 9, fol- 
lowing an operation; aged forty-two 
years. 

Dr. Balderrey received his medical 
degree from the University of Lllinois, 
College of Medicine, Chicago, in 1913, 
and his interneship was spent in the 
U. S. Marine Hospital of Detroit; 
thereafter he became Senior Resident 
at the Seton Hospital, New York City, 
and Medical Adviser to Cornell Uni- 
versity. Following this he was Di- 
rector of Research at the J. N. Adam 
Hosiptal, at Perrysburg, N. Y., and 
still later Associate Medical Director 
of the Desert Sanatorium, at Tucson, 
Arizona. During the World War, he 
was a Lieutenant in the Medical Corps 
of the U. S. Army. He was the 
author of a number of articles dealing 
with Heliotherapy. 

Dr. Balderrey was a member of the 
Pima Medical Society, the Arizona 
State Medical Society, the American 
Medical Association, and a Fellow of 
The American College of Physicians. 





